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Moderate hypothermia appears to reduce the stress 
associated with general anesthesia and the stress from 
operative procedures.’ It has, therefore, been applied 
as an adjunct to general anesthesia in the poor-risk 
patient. The effect of hypothermia upon various 
aspects of metabolism has been investigated, and the 
results provide the basis for this paper. 

In a total of 76 cases, operation has been performed 
with the patient under moderate hypothermia, with 
use of the slow cooling technique. Temperatures have 
been reduced in all cases to between 28 and 32 C 
(82.4 and 89.6 F), the average being 30 C (86 F). Each 
patient was anesthetized and then placed on a water- 
cooled mattress. Trimethaphan (Arfonad) camphor- 
sulfonate was given in an infusion to prevent reflex 
vasoconstriction and, thus, to facilitate cooling. 

The ages of these patients varied from 16 hours to 
90 years. Over half of the patients were over 50 years 
of age. Myocardial disease was present in 37 cases. 
All of the 76 patients included in this study under- 
went major resective surgery. In each instance, the 
patient was considered to be a poor operative risk 
for the procedure contemplated. 


Effect of Hypothermia 


Cerebral Metabolism.—Since the brain is dependent 
on the blood flow from minute to minute and can- 
not contract an oxygen debt, any influence that will 
decrease the oxygen requirements of the brain should 
be of value. (Body tissues such as a muscle can 
contract an oxygen debt because they have a capacity 
for anaerobic metabolism for short periods of time, 
but the central nervous system cannot contract an 
oxygen debt because it functions entirely on aerobic 
metabolism. ) Hypothermia produces a variable reduc- 
tion of cerebral metabolism. Several factors, such as 
the degree of cooling, the age of the patient, and the 
state of health of the patient, interact so that the 
amount of reduction of cerebral metabolism cannot 


* By comparing the electrolytic pattern, the ability 
to handle fluids including urinary output, the steroid 
levels, the eosinophil count, oxygen consumption, 
and the amounts of anesthesia required in patients 
undergoing surgery, it appears that with the use of 
moderate hypothermia the stress of both anesthesia 
and surgery are reduced. Patients who were con- 
sidered poor surgical risks tolerated major operative 
pocedures better when operated on while under 
hypothermia. 


be predicted. Moderate hypothermia (temperature 
between 32 and 30 C [89.6 and 86 F]) lowered cere- 
bral metabolism from 40 to 75% ° in all cases ( fig. 1). 

Postoperative Stress Reaction.—An early clinical ob- 
servation made in patients undergoing surgical pro- 
cedures with the use of hypothermia was an altered 
postoperative appearance of the patient. Instead of 
having a “washed-out” appearance for a few days 
after surgery, the patients reacted like patients who 
had undergone a minor procedure instead of a major 
operation. The patients excreted a large volume of 
urine postoperatively, far in excess of the low output 
of urine usually seen during the immediate post- 
operative period (fig. 2). 

This altered postoperative stress reaction was in- 
vestigated in a selected group of patients. Plasma 
17-hydroxycorticosteroid levels were determined pre- 
operatively, during the induction of anesthesia, at 
hourly intervals during the operative procedure, and 
at regular intervals during the first 48 hours post- 
operatively until the levels returned to normal.” 

Patients operated on without hypothermia showed 
the following response: Induction of anesthesia pro- 
duced a sharp rise in the plasma 17-hydroxycortico- 
steroid level. This was followed by a further increase 
during the operative procedure, which was main- 
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tained during the first few hours during the post- 
operative period. In most instances, the steroid levels 
returned to normal within 24 to 48 hours after the 
completion of the operation. Patients operated on 
while under hypothermia showed a similar response, 
with a tendency toward a delay in the elevation of 
the steroid levels and often a response of less magni- 
tude (fig. 3). 
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Fig. 1.—Graph showing comparative effect of hypothermia on 

cerebral metabolic rates, measured in cubic centimeters of oxygen 

per 100 Gm. of brain weight per minute in 15-year-old and 59- 

year-old male patients. Body temperature was reduced by 2.5 C 

(4.5 F). Data from Albert and Fazekas.** 


Serial determinations of eosinophil counts failed to 
show any difference in patients operated on with or 
without use of hypothermia. In both groups, there 
was a marked fall in the eosinophil count during the 
operation. 
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Fig. 2.-Graphs showing urine output during operation and 
during postoperative period in patients operated on while under 
and not under hypothermia. A, urine output during operation in 
a 45-year-old man operated on without hypothermia and in a 
65-year-old man operated on while under hypothermia. B, aver- 
age urine output in 20 patients, 


Balance studies of sodium and potassium metabo- 
lism (fig. 4) indicated a postoperative urinary loss of 
sodium in the patients in whom hypothermia was 
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induced instead of the expected retention. Potassium 
excretion is not appreciably influenced by the induc- 
tion of hypothermia. This increased sodium excretion 
may account for the increased urine output. 

Early in our experience with hypothermia, two of 
our patients developed low-sodium syndromes post- 
operatively. In these cases, administration of saline 
solution had been withheld, as is usually done during 
the first 48 hours postoperatively, and, because of 
this renal loss of sodium, there is a tendency for the 
patient to develop hyponatremia. 

The effect of a 1,000-cc. water load on urine output 
was studied preoperatively and immediately after op- 
eration. Patients operated on without hypothermia 
showed water retention in response to a water load, 
while those operated on while under hypothermia 
had diuresis of water in response to this water load 
(fig. 5). 

Observations During Anesthesia 

Operations in the group of patients with cyanosis 
and congenital heart conditions are more safely per- 
formed with the patient under hypothermia.’ By re- 
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Fig. 3.—Mean levels of free 17-hydroxycorticosteroids in plas- 
ma of five patients operated on under hypothermia and five pa- 
tients operated on without hypothermia. Patients selected were 
equal in age and physical status, and in the extent and severity 
of the surgical procedure performed. 


ducing the body temperature, the oxygen consump- 
tion of the body and particularly that of the brain is 
reduced, With a reduced cerebral metabolic rate, a 
smaller amount of anesthetic is required to obtain 
surgical anesthesia.” 

The amount of anesthetic required in a group of 
40 patients was compared in patients undergoing two 
specific surgical procedures, subtotal gastric resection 
and radical hysterectomy. Ten patients of each group 
were operated on while under hypothermia and gen- 
eral anesthesia, and 10 patients of each group were 
operated on without hypothermia. The patients in 
whom hypothermia was induced required approxi- 
mately half the amount of anesthetic as did the pa- 
tients operated on without hypothermia. The value 
of using a reduced amount of anesthetic is apparent. 
The recovery period for the patients operated on 
without hypothermia averaged from one to two hours, 


Vol. 163, No. 16 


whereas those operated on while under hypothermia 
recovered immediately while still in the operating 
room. 

The patients in whom hypothermia was induced 
presented no problem with regard to the maintenance 
of blood pressure level, pulse rate, and depth of an- 
esthesia. Poor-risk patients tolerated extensive and 
traumatizing procedures well. The protection afforded 
these patients by the use of hypothermia prevented 
them from showing any ill-effects from acute episodes 
of blood loss during surgery. One may say that induc- 
tion of hypothermia allows the anesthesiologist a 
wider range of safety during a major procedure in the 
poor-risk patient. 


Prevention of Arrhythmias and Ventricular 
Hyperirritability 

Ventricular hyperirritability and ventricular fibrilla- 
tion are grave complications that may occur during 
hypothermia. In elderly poor-risk patients bouts of 
premature ventricular contractions may develop when 
the body temperature has been reduced as little as 
1 to 2 C (1.8 to 3.6 F). In over half our cases, we ob- 
served premature ventricular contractions by the use 
of continuous electrocardiographic monitoring. Tri- 
methaphan camphorsulfonate, administered as an in- 
fusion, 1:500, has proved to be effective in eliminating 
arrhythmias. We have been able to control ventricular 
hyperirritability by the administration of trimetha- 
phan. Interestingly enough, on several occasions 
arrhythmias occurred when the patient had severe 
hypotension; the rapid administration of trimethaphan 
eliminated arrhythmia. This effect persisted even when 
the hypotension was controlled with the administra- 
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Fig. 4.—Graph showing average levels of sodium and potas- 
sium excretion in 10 patients operated on while under hypether- 
mia and 10 patients operated on without hypothermia. 


tion of vasopressors. The exact mode of action of tri- 
methaphan is not known. It is a ganglionic blocking 
agent and a peripheral sympatholytic agent. The 
above observations indicate it has a beneficial action 
in patients with myocardial arrhythmias. This action 
may be by a depressant effect on the myocardium or 
an effect on the conduction system. Since it has a 
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potent topical anesthetic effect on mucous membrane 
and a bitter taste like cocaine, its action on the myo- 
cardium may be similar to that of local anesthetics 


(fig. 6). 
Report of Cases 


Case 1.—A male baby, weighing 2,494.8 Gm. (5 lb. 8 0z.), was 
brought to surgery 16 hours after a premature birth for correc- 
tion of a bronchoesophageal fistula. The respiratory rate was 54 
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Fig. 5.—Graph showing average response to water load test 
conducted preoperatively and on the first postoperative day in 10 
patients operated on while under hypothermia and 10 patients 
operated on without hypothermia. Each patient was given 1,000 
ce. of 5% solution of dextrose and water. 


per minute, the pulse rate varied between 130 and 160, and the 
infant was mildly cyanotic. Roentgenographic examination re- 
vealed atelectasis in the right upper lobe. As cooling progressed, 
the pulse and respiratory rates slowed and the infant’s color im- 
proved, The operative procedure was carried out successfully, 
the infant being given a 50:50 mixture of nitrous oxide and 
oxygen while an end-to-end esophageal anastomosis was done. 

Comment.—The patient had mixed cyanosis due to poor pul- 
monary exchange and poor oxygen uptake, with marked tachy- 
cardia, Improvement of cyanosis and tachycardia occurred with 
cooling. 

Case 2.—A 34-year-old woman, who was known to be a dia- 
betic, developed postpartum gas gangrene of the uterus, with 
septicemia. Foul-smelling blood was expressed from the uterus 
at the time of delivery. Cultures of blood and subsequently of 
lochia demonstrated the presence of bacteria. Eleven hours after 
delivery, the patient became critically ill. The patient’s tempera- 
ture rose to 39 C (102.2 F), blood pressure level was 70/46 
mm. Hg, and pulse rate 120. White blood cell count was 33,000 
per cubic millimeter, with 88% polymorphonuclear leukocytes. 
Therapy with polyvalent antitoxin and antibiotics was instituted 
as soon as the diagnosis was established. Shortly thereafter, the 
blood pressure level was maintained without the administration 
of vasopressors, and the pulse rate increased to 132. The patient 
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was taken to the operating room for hysterectomy. The patient 
was cooled from 39 to 34 C (102.2 to 93.2 F ), after which a total 
excision of the puerperal uterus was carried out. The patient’s 
course during anesthesia and the postoperative period was un- 
eventful. 

Comment.—The patient had severe toxemia and shock. Hypo- 
thermia reduced metabolism and allowed vital signs to become 
stabilized. 

Case 3.—A 62-year-old man, known to have had a recent myo- 
cardial infarction, was admitted to the hospital for severe hem- 
orrhage of the upper part of the gastrointestinal tract. He was 
obviously in shock on admission. Blood pressure level was 80/20 
mm. Hg, and pulse rate was 135 per minute. On admission, the 
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persisted during cooling, but it was eliminated when trimetha- 
phan was administered intravenously. The patient tolerated the 
gastric resection well and had an uneventful postoperative course. 

Comment.—In this case hypothermia permitted an unevent- 
ful operative course in a poor-risk patient with loss of blood that 
was properly replaced by transfusion during surgery. 


Summary and Conclusions 


Moderate hypothermia protects the brain against 
the occurrence of acute anoxia by reducing cerebral 
metabolic rate. When hypothermia is used, adrenal 
stress reactions are both reduced and delayed. Pa- 
tients operated on while under hypo- 
thermia fail to demonstrate the usual 
retention of water and salt during the 
early postoperative period. Patients 
who were poor surgical risks tolerated 
major operative procedures — better 
when operated on while under hypo- 
thermia. 


“$2 


An infusion of trimethaphan 
(Arfonad) camphorsulfonate, 1:500, 
prevents myocardial irritability during 
COOling and will eliminate arrhythmias 
due to mvocardial hvyperirritability. 


Dr. Joseph F. Fazekas, Chiet of Staff, Dis- 
trict of Columbia General Hospital, supplied 
the data on cerebral metabolic rates. Dr. H. 
Bacchus made the determinations of 17-hy- 
droxycorticosteroids in plasma. 


References 


1. Steenburg, R. W.; Lennihan, R.; and 
Moore, F, D.: Studies in Surgical Endrocrin- 
ology: Il. Free Blood 17-Hydroxycorticoids 
in Surgical Patient: Their Relation to Urine 
Steroids, Metabolism and Convalescence, 
Ann. Surg. §-4383180-209 ( Feb.) 1956. Bern- 
hard, W. F.; McMurrey, J. D.; Ganong, 
W. F.; and Lennihan, R.: Effect of Hypo- 
thermia on Peripheral Serum Levels of Free 


17-Hydroxycorticoids in Dog and in Man, 


ibid, 14%2210-215 (Feb.) 1956. 


Fig. 6.—Electrocardiograms Si effect of trimethaphan * ventricular hyperir- 
A, after induction of 


ritability while the patient was under hypothermia (lead 2). 
anesthesia and start of cooling. Temperature was 37 C (98.6 F 


of cooling, premature ventricular contractions appear. het ay Ww as 35 C (85 F). 
C, premature ventricular contractions every other beat persisting. Infusion started at a 
rate of 120 drops per minute. D, note disappearance of premature ventricular contrac- 
tions after the administration of trimethaphan for 70 seconds. E, normal electrocar- 
diographic tracing persists throughout operation. The temperature level was 32 C 


(98.6F). 


hematocrit value was 20% and remained low while the patient 
received multiple rapid transfusions of whole blood. Emergency 
surgery was indicated. Preoperative electrocardiographic ex- 
amination confirmed the recent occurrence of posterior myo- 
cardial infarction and also showed multiple premature ventricular 
contractions indicating ventricular hyperirritability. Hypothermia 
was utilized in conjunction with general anesthesia. The patient's 
temperature was lowered to 32.4 C (90.32 F). Cardiac arrhythmia 
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Aneurysm of the aorta has long been recognized as 
one of the most serious forms of disease, producing 
progressively disabling symptoms and, ultimately, 
death from rupture and hemorrhage. Indeed, the 
average period of survival after diagnosis is from one 
to two years, with fatal rupture then occurring in most 
patients. Although development of an effective method 
of management of this grave disease has been sought 
actively for nearly a century, only within the past few 
years has satisfactory therapy been devised. This 
consists essentially in extirpation of the diseased part, 
with restoration of normal function by repair or re- 
placement with homograft. Sufficient experience has 
now accumulated to provide convincing evidence of 
the value and efficacy of this form of treatment. 

During the five-year period since our first successful 
resection of an aneurysm of the aorta, we have em- 
ployed this method of therapy in 313 cases, in 83 of 
which the aneurysms were located in the thoracic 
aorta and in 230 in the abdominal aorta (see table). 
This report is concerned with certain observations 
derived from analysis of this experience. Since the 
nature and location of the aneurysm have an impor- 
tant bearing upon both the application and results 
of treatment, the cases have been classified into two 
broad categories: those involving the thoracic aorta 
and those in which the aneurysms were located in the 
abdominal aorta. For similar reasons, the former cate- 
gory has been subdivided into three groups: sacci- 
form, fusiform, and dissecting aneurysms. 


Aneurysms of the Thoracic Aorta 


Sacciform Aneurysms.—Sacciform aneurysms are 
usually of syphilitic origin and arise in the region of 
the aortic arch. As emphasized previously, the patho- 
logical features of this lesion provide favorable cir- 
cumstances for its surgical removal.’ Thus, owing to 
the fact that the neck in these aneurysms is relatively 
small and the leathery consistency of the surrounding 
aortic wall is suitable for suture, the lesion may be 
extirpated readily by application of an occluding 
clamp tangentially across the neck of the aneurysm 
without encroachment upon the aortic lumen. This 
obviates temporary arrest of the circulation, which, 
at this level of the aortic arch, could have serious 
ischemic consequences. Among the 24 patients treated 
in this manner there were nine deaths (see table). 
The major cause of death was heart failure, and the 
second most important complication contributing to 
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¢ Aortic aneurysms, whether sacciform, fusiform, or 
dissecting, can now be corrected surgically by tech- 
niques here described. The diseased part is extir- 
pated, and function is restored either by repairing 
the remaining part or by using homografts or suit- 
able plastic substitutes. The results of 313 such opera- 
tions are given. In 83 cases the aneurysms involved 
the thoracic aorta and in 230 the abdominal aorta. 
The hazards of the operation are greatest for aneu- 
rysms lying closest to the origin of the aorta and di- 
minish as the distance from the heart increases. For 
operations on segments proximal to the orig'n of the 
left subclavian artery a temporary shunt must be used 
around the occluded segmert; for onerations distal 
to this point but proximal to the seventh thoracic ver- 
tebra hypothermia effectively prevents ‘schemic com- 
plications. Special precautions are necessary also in 
the abdominal aorta. where the possibility of causing 
fatal ischemic damage to important viscera by inter- 
rupting flow through the cel‘ac, superior mesenteric, 
and renal arteries must be avoided. With improve- 
ments in technique the operative mortality has been 
steadily reduced and complete relief of symptoms 
has usually been achieved. There has been a signifi- 
cant increase in the life expectancy of patients with 
a disease that until recently was progressively dis- 
abling and ultimately fatal. 


the fatalities was cerebral thrembosis. It would also 
appear that the more proximal the aneurysm arises 
the higher is the risk of operation. This is suggested 
by the fact that seven of the nine deaths occurred 
among the 15 patients with aneurysms arising in the 
ascending aorta. 

Fusiform Aneurysms.—Because in fusiform aneu- 
rysms the lesion involves the entire circumference of 
the aorta for a varying distance, excisional therapy 
necessitates resection of this diseased segment of aorta, 
with restoration of continuity by means cf an aortic 
homograft or a suitable plastic substitute. The tech- 
nical performance of this procedure thus imposes 
additional problems arising from the necessity for 
temporary arrest of aortic circulation and consequent 
ischemic effects on the tissues, the most important 
of which are the brain and spinal cord. Several ap- 
proaches may be employed in overcoming this prob- 
lem, the choice of appreach depending primarily 
upon the location of the lesion. These approaches 
include use of temporary shunts around the occluded 
segment of aorta, hypothermia, and certain steps in 
the operation designed to minimize the period of 
circulatory arrest. The first method is indicated in 
cases in which the aneurysm is located proximal to 
the origin of the left subclavian artery. Under these 
circumstances, a temporary shunt must be used 
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around the occluded segment, not only to prevent 
ischemic damage to the brain and spinal cord but 
also to prevent heart failure from left ventricular 
strain resulting from occlusion of the ascending aorta. 

For lesions located in the segment of aorta between 
the origin of the left common carotid artery and the 
seventh thoracic vertebra, hypothermia appears to 
be an effective means of preventing ischemic compli- 
cations. Thus, among 37 patients in our series in 
whom the aneurysm was located at this level, in- 
cluding 12 with dissecting aneurysms, hypothermia 
was emploved in 30, and only one of these patients 
showed any manifestations of ischemic damage to 
the spinal cord. On the other hand, of the remaining 
seven patients, all of whom were operated upon early 
in our experience and without the use of hypothermia, 
three showed manifestations of spinal cord damage. 
Fortunately, these changes were transient in two pa- 
tients, but they probably contributed to the death of 
the other patient. These clinical observations, there- 
fore, which conform with experimental findings, 
strongly suggest that hypothermia is particularly 
useful in providing protection against spinal cord 


Aneurysms of Aorta Treated by Resection 


Deaths 
Cases, 
ype No No. 
Thoracic 
Abdominal 
313 52 17 


damage following temporary occlusion during resec- 
tion of more proximally situated aneurysms of the 
descending thoracic aorta. 

For lesions located in the thoracic aorta below the 
level of the seventh thoracic vertebra, neither shunts 
nor hypothermia appear to be necessary, provided the 
procedure is performed expeditiously. Thus, among 
the seven patients in our series with lesions located 
in this area, the procedure was successfully performed 
in five, none of whom showed any evidence of neuro- 
logical disturbances or ischemic damage to other 
organs after temporary arrest of aortic circulation for 
periods varying from 24 to 60 minutes. The two deaths 
in this group occurred from sudden hemorrhage, one 
on the eighth postoperative day resulting from a tear 
in the graft beginning at the time of anastomosis and 
the other from a leak at the suture line. 

There were 14 deaths among the group of 43 pa- 
tients with fusiform aneurysms. The major cause of 
death was heart failure, which accounted for six of 
the fatalities. Shock, hemorrhage, and infection each 
caused two deaths, and acute renal failure and cere- 
bral anoxemic damage each were responsible for one 
death. All of the other patients who survived opera- 
tion have remained well and free of symptoms. The 
first patient in this group, previously reported on,’ 
has now been followed up for approximately three 
and one-half vears since operation and remains fully 
recovered, 
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In a small proportion of cases, fusiform aneurysms 
arising in the descending thoracic aorta extend below 
the diaphragm and involve the upper segment of the 
abdominal aorta. Owing to the fact that the aneurysm 
in this region may involve the origin of major ab- 
dominal visceral branches, such as the celiac, superior 
mesenteric, and renal arteries, there is considerable 
danger of fatal ischemic damage to such vital struc- 
tures as the liver, kidneys, and gastrointestinal tract 
being produced as a consequence of temporary arrest 
of blood flow to these organs during the period re- 
quired to excise the aneurysm and replace it with 
an aortic homograft. Six of the patients in our series 
had such extensive thoracoabdominal aneurysms 
treated by resection and homograft replacement. The 
successful results obtained in four of these patients 
emphasize the importance of performing the proce- 
dure in such a manner as to minimize the period of 
ischemia to these vital structures. The procedure con- 
sisted in use of a temporary shunt to conduct blood 
around the occluded segment, with performance of 
the procedure in a manner to minimize the period of 
circulatory arrest.’ By this means, it was possible to 
limit the occlusion of the renal arteries to a period 
varying from 15 to 46 minutes. Serial renal function 
studies in these cases revealed a characteristic pattern 
of depression of function during the first 4 or 5 days 
after operation, with progressive return to normal 
during the subsequent 10 days to two weeks. The 
period of occlusion of the celiac artery in these cases 
ranged from 44 to 116 minutes, and studies of hepatic 
function yielded no evidence of significant alterations 
after these periods of occlusion, The period of arrest 
of circulation through the superior mesenteric artery 
varied from 36 to 102 minutes, with no significant dis- 
turbances in gastrointestinal function. 

This experience demonstrates the fact that, even in 
the most extensive types of thoracoabdominal aneu- 
rysm involving the celiac, superior mesenteric, and 
renal arteries, excision of the aneurysm and replace- 
ment with an aortic homograft, with restoration of 
continuity to these major visceral arteries, may be 
successfully accomplished. Thus, involvement of these 
vessels by an aneurysm need no longer be considered 
a contraindication to operation. 

Dissecting Aneurysms.—Dissecting aneurysms of the 
aorta pose a somewhat different problem from that of 
sacciform or fusiform aneurysms in terms of the sur- 
gical approach, owing primarily to the pathological 
characteristics of these lesions. In order to provide a 
better understanding of the rationale of the surgical 
approach in these cases, a brief consideration of the 
pathological features of the disease is desirable. The 
dissection commonly begins a few centimeters above 
the aortic valve or in the descending thoracic aorta 
near the origin of the left subclavian artery. When 
this occurs, separation of the intramural layers of the 
aorta by the forceful stream of blood produces dis- 
section, usually at the junction of the middle and 
outer thirds of the media, and progresses distally, 
involving all, or a portion of, the circumference of 
the aorta. As branches are encountered, they may be 
sheared off, or the dissecting process may extend along 
them for varying distances, thus diminishing or com- 
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pletely interrupting the blood supply to these areas. 
The extent and course of the dissection is extremely 
variable. It may be relatively limited, or it may in- 
volve the entire aorta and even extend down to the 
popliteal arteries. In the most severe form, dissection 
is rapid, and terminal perforation occurs through the 
adventitia into the pericardium, mediastinum, or 
peritoneal cavities, with death eventuating in a few 
hours or days, In the subacute type, the process takes 
place gradually over a period of days or weeks, termi- 
nating in rupture and death. In the chronic form, the 
dissected passage reenters the true lumen of the aorta 
to form a double-barreled aorta. Under these circum- 
stances, the false passage may become covered with 
endothelium or occasionally be obliterated by throm- 
_ bus formation with subsequent fibrous tissue organi- 
zation. The prognosis in dissecting aneurysm of the 
aorta is extremely grave; the condition is rapidly fatal 
in from 75 to 90% of cases." 

Until recently, there was no satisfactory treatment 
for this condition. During the past few years, how- 
ever, a method of surgical treatment has been devised 
that, on the basis of our experience with 16 cases, 
appears to provide an effective surgical approach to 
this disease. Since the problem is concerned essentially 
with prevention of further intramural dissection and 
terminal rupture, the operative procedure is directed 
toward correction of the process by actual removal 
and repair, or interruption of its progress by creation 
of conditions compatible with function and eventual 
repair, Although the essential principles underlying 
the operative procedure are the same for most cases, 
one of several surgical approaches may be applied, 
depending upon whether the lesion is localized or 
diffuse.” Thus, in cases in which the dissection begins 
in the ascending part of the aortic arch, the most 
logical procedure would seem to be creation of a 
reentry passage into the aortic lumén above with 
obliteration of the false passage below. This may be 
accomplished by cross-clamping the descending tho- 
racic aorta, dividing it completely between clamps, 
obliterating the false passage below by approximating 
the outer and inner layers, excising a small segment 
from the intimal and medial layers above to produce 
reentry of the outer lumen, and then completing the 
procedure by end-to-end anastomosis, Blood flow is 
then directea from the double aortic lumen above into 
the single normal lumen below. This procedure was 
performed in four of the 16 cases. 

In the cases in which the dissection begins near 
the origin of the left subclavian artery, a more curative 
type of procedure may be employed by combining the 
operative procedure just described with excision of 
the dissecting process, particularly in the upper por- 
tion. This may be done by excision of the segment 
involved in the origin of the dissection and replace- 
ment with an aortic homograft after the distal false 
passage has been obliterated. This type of procedure 
was performed in 12 of the 16 cases, 

In the postoperative management it is important 
to control the hypertension, because this may be an 
important factor in preventing rupture of the weak- 
ened outer wal] until it has been supported by a 
periaortic fibrous tissue reaction, Indeed, rupture was 
responsible for two of the three deaths that occurred 
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in this series; this is believed to have been due to 
inability to control the excessive hypertension. The 
other death resulted from ventricular fibrillation oc- 
curring during hypothermia. All the other patients 
recovered, and follow-up observations extending up 
to two years show that they have remained asympto- 
matic and with two exceptions have resumed normal 
activity. 
Aneurysms of the Abdominal Aorta 


Aneurysms of the abdominal aorta present a much 
simpler problem in terms of surgical treatment than 
those of the thoracic aorta. At this low aortic level 
there is little or no danger of ischemic damage to 
vital structures from temporary arrest of the circula- 
tion for the period of time required to perform the 
procedure, Also, the lesion is characteristically well 
localized to the segment of the abdominal aorta im- 
mediately below the origin of the renal arteries and 
there is usually an adequate margin of relatively 
normal aorta at this level to permit anastomosis to 
the graft. Although in our earlier experience it was 
believed that extension of the aneurysm upward to 
involve the origin of the renal arteries constituted a 
contraindication to operation, subsequent experience 
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Fig. 1.—Decreasing mortality rates in cases of aneurysm of 
abdominal aorta. 


has demonstrated that it is possible to excise such 
aneurysms successfully and to restore continuity to 
the rena! arteries, Distal extension beyond the bifur- 
cation has also proved not to be a limiting factor. 
Indeed, in the majority of our cases the bifurcation 
was involved, requiring resection. On the basis of this 
experience, therefore, it would appear that, so far as 
local process is concerned, few problems are encoun- 
tered that indicate inoperability. For this reason, also, 
diagnostic lumbar aortography has become an unnec- 
essary procedure in determining operability or in 
planning the surgical approach. 

Selection of patients for operation in this series 
depended solely upon the diagnosis of aneurysm, and 
no patients were denied operation, even though many 
were aged and had serious cardiovascular, renal, or 
respiratory diseases that increased the risk of opera- 
tion. Since most of the patients with aneurysms of 
the abdominal aorta are in the older age group, they 
are liable to the systemic degenerative changes of the 
aged, but age itself need not be considered a contra- 
indication to operation, as evidenced by the successful 
results obtained in a patient 81 years of age. Nor is 
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hypertension a contraindication to operation, for ap- 
proximately 60% of the patients had moderate to 
severe hypertension. The most important potential 
contraindications to operation are serious and dis- 
abling cerebral, cardiac, and renal disturbances. Under 
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Fig. 2.—Mortality rates according to age of patient in cases 
of aneurysm of abdominal aorta. 


these circumstances, the procedure may be inadvisable 
except for pressing reasons, such as immediate threat 
to the patient's life from rupture of the aneurysm. 
Results of excisional therapy for aneurysms of the 
abdominal aorta have been increasingly gratifying. 
This is exemplified by the progressive decrease in 
operative mortality rate from over 25% in our early 
experience to less than 2% in our most recent experi- 
ence (fig. 1). This striking reduction in operative 
mortality assumes additional significance on further 
analysis, revealing an equal if not higher proportion 
of poor-risk cases in the more recent series. These 
observations lend support to the conviction that im- 
provements in the surgical management of these pa- 
tients, as well as in the actual] technical performance 
of the operation derived from increasing experience, 
should permit further reduction in the risk. The im- 
portance of certain factors in relation to the mortality 
rate is illustrated by further analysis of our experience. 
Among these factors, advancing age, hypertension, 
preexisting heart disease, and acute rupture of the 
aneurysm are particularly significant. The fatality rate, 
for example, in patients in the eighth decade of life 
was twice that of patients in the fourth and fifth 
decades (fig. 2). The importance of hypertension is 
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Fig. 3.—Mortality rates according to blood pressure in cases 
of aneurysm of abdominal aorta. 


demonstrated by the fact that the risk in this group 
of patients was almost fourfold greater than that in 
the normotensive series (fig. 3). Similarly, the mor- 
tality rate in patients with preexisting heart disease 
was more than three times greater than that in pa- 
tients without heart disease (fig. 4). Obviously, com- 
bination of these factors increases the risk further. 
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This is well illustrated by analysis of the cases accord- 
ing to age of the patient and to presence of heart 
disease (fig. 5). Particularly striking is the low mor- 
tality rate of only 2% among the 92 patients under 65 
years of age with no evidence of heart disease. 

Still another factor, and perhaps one of the most 
important contributing to mortality, is acute rupture 
of the aneurysm. This is well demonstrated by the 
fact that more than a third of all the deaths occurred 
among patients with this complication. Moreover, the 
operative risk in this group of patients was more than 
four times greater than that in the group with nonper- 
forated aneurysms (fig. 6). It must be realized, how- 
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Fig. 4.—Mortality rates according to presence or absence of 
heart disease in cases of aneurysm of abdominal aorta. 


ever, that the operations under these circumstances 
were emergency procedures performed on patients in 
shock with massive hemorrhage. Recovery of two- 
thirds of these patients after operation is particularly 
striking, since, prior to the application of this form of 
therapy, rupture of an aneurysm was almost invariably 
a fatal complication. Thus, in spite of the higher risk 
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Fig. 5.—Mortality rates according to age of patient and 
presence or absence of heart disease in cases of aneurysm of 
abdominal aorta. 


of operation under these circumstances, excision of the 
aneurysm should always be attempted regardless of 
the apparent hopelessness of the situation. 

Although this experience is not sufficiently exten- 
sive, in terms of both numbers of cases and time 
elapsing since operation, to permit final evaluation 
of long-term results, results of follow-up studies ex- 
tending over three and one-half years have been 
highly gratifying. With few exceptions there has been 
complete relief of symptoms and maintenance of 
good function. Some evidence of increase in life 
expectancy from this method of therapy may be 
obtained from a comparison of one-to-three-year sur- 
vival rates in this series with those reported by Estes ° 
and Wright and his associates’ in their analysis of 
the natural course of the disease. Thus, according to 
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Estes, there was a steady decline in survival rate 
from 67% at the end of one year to 49% at the end 
of three years after the diagnosis was made. In 
Wright’s analysis these respective figures were 60% 
and 16%. Of 138 patients in our series in whom opera- 
tion was performed more than one year ago, 82% 
survived and have remained well during this period. 
The two-year survival rate in our series, based on 51 
cases, is 72%, and the three-year survival rate, based 
on 16 cases, is 69% (fig. 7). It is thus apparent that 
there has been a significant increase in the survival 
rate following this method of therapy. 


Summary and Conclusions 


Aortic aneurysm is a progressively disabling, ulti- 
mately fatal disease, when untreated, with an average 
period of survival of one or two years after diagnosis. 
Until the past few years there was no satisfactory 
treatment for this condition. Recently a method of 
surgical correction has been devised in which the 
diseased portion is excised and normal function is 
restored by repair or by replacement with a homo- 
graft. This method has been employed with gratifving 
results in 313 cases in the five years since our first 
successful resection of an aortic aneurysm. 

The application and results of treatment depend 
upon the nature and location of the aneurysm. Three 
types are encountered in the thoracic aorta: sacciform, 
fusiform, and dissecting. Sacciform aneurysms are 
readily extirpated by application of an occluding 
clamp tangentially across the neck of the ancurysm 
without encroachment upon the aortic lumen. The 
operative mortality rate among 24 patients thus 
treated was 37%. Fusiform aneurysms of the thoracic 
aorta require resection of the diseased segment of 
aorta, with restoration of continuity by means of an 
aortic homograft or a suitable plastic substitute. The 
surgical approach to dissecting aneurysms of the aorta 
is concerned with prevention of further intramural 
dissection and terminal rupture by creation of con- 
ditions compatible with function and eventual repair. 
For aneurysms arising in the ascending aorta, the 
procedure consists in the production of a reentry 
channel from the dissecting passage to the true lumen 
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Fig. 6.—Mortality rates in cases of ruptured and nonruptured 
aneurysms of abdominal aorta. 


high in the descending thoracic aorta, with oblitera- 
tion of the false passage below. The second method 
consists in the excision of the segment of aorta in 
which the dissection begins, with obliteration of the 
false passage below and replacement of the excised 
segment with an aortic homograft. 
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Aneurysms of the abdominal aorta, except in the 
presence of rupture, present a much simpler surgical 
problem and are associated with less risk than those 
located elsewhere in the aorta. The most important 
potential contraindications to operation are disabling 
cerebral, cardiac, and renal disturbances. With in- 
creasing experience in the surgical management of 
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Fig. 7.—Life expectancy of patients with aneurysm of ab- 
dominal aorta as found in this study and by Estes ° and Wright 
and others.’ 


these cases there has been a progressive decrease in 
the operative mortality from 25% in our early cases 
to less than 2% in the most recent cases. Long-term 
results have been most gratifying, and tollow-up 
studies extending over three years reveal a significant 
increase in life expectancy. 


Baylor University College of Medicine (25) (Dr. De Bakey). 
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CORTICOSTEROID THERAPY IN CHRONIC ULCERATIVE COLITIS 


Sidney M. Fierst, M.D., Edward Robinson, M.D., Abraham Langsam, M.D., Abraham Werner, M.D. 


and 


Alfred P. Ingegno, M.D., Brooklyn, N. Y. 


Patients with chronic ulcerative colitis have im- 
paired adrenal function and diminished excretion of 
17-ketosteroids, probably due to the debilitating effect 
of chronic infection.' Therefore, introduction of the 
corticosteroids stimulated hope that the administration 
of these drugs might affect the progress of the disease. 
Previous reports seem at variance regarding the effi- 
cacy of steroid therapy.” Some of the differences can be 
attributed to too short a period of obser, .iion, to too 
small a number of patients studied, and to failure to 
consider the extent and severity of the organic changes 
present in the colon at the time treatment was insti- 
tuted. Spontaneous remissions, so characteristic of the 
course of chronic ulcerative colitis, further complicate 
the evaluaticn of results. 

It was therefore decided to review the effect of 
corticosteroid therapy during the past five years in 
patients seen at the Brooklyn Veterans Administration 
Hospital, Maimonides Hospital, Kings County Hos- 
pital, and Long Island College Hospital. In addition, 
the results in 23 patients who were treated continu- 
ously with steroids for 10 to 23 months are also tabu- 
lated. The result was considered excellent if complete 
remission of sigmoidoscopic and symptomatic mani- 
festations was obtained. A complete subsidence of 
symptoms but persistence of sigmoidoscopic abnormal- 
ities was considered a good effect. A fair result was 
obtained when symptoms were moderately improved. 
Therapy was considered to have failed when there was 
complete absence of any alleviation of the disease. 


Corticotropin 


Corticotropin (ACTH) was used in 28 patients 
(table 1), 12 women and 16 men, whose ages ranged 
from 24 to 64 years. The duration of the disease in 
these patients was from 8 months to 28 years. The 
drug was administered either intravenously in doses 
of 20 to 80 units in 1,000 cc. of a 5% solution of dex- 
trose in water over an §-to-12-hour period or intra- 
muscularly as the suspension or repository injection 
(corticotropin gel) in doses of 75 to 100 units in 24 
hours. Four patients were given injections of 40 mg. 
of corticotropin-zinc hydroxide subcutaneously atter 
remission had been instituted by intravenous or intra- 
muscular administration of corticotropin. The average 
duration of treatment was four weeks. 

Improvement occurred in 22 of the 28 patients. 
Most failures occurred in the patients with the great- 
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¢ The use of corticosteroids is only part of the treat- 
ment of ulcerative colitis. There is still no specific cure 
for this disease. The most striking benefit from ste- 
roid therapy in ulcerative colitis in this series was in 
the preparation for surgery of the acutely ill patient 
in a toxic condition. The risk in cort'costeroid therapy 
lies in its masking effect on constitutional reaction, 
the obliteration of danger signs, and the direct toxic 
effect of the drugs. 


est organic changes in the colon. Very dramatic im- 
provement was encountered in the patient in an acute- 
ly toxic condition, as manifested by prompt decline of 
fever, decrease in the number of bowel movements, 
and improvement in appetite and sense of well-being. 
Relapses occurred in four of seven patients with mild 
disease. In two this occurred within three months and 
in two within six months after corticotropin was with- 
drawn. Four are well, with their disease in remission: 
two after eight months and two after four years. Four 
of nine patients with moderately severe disease im- 
proved with corticotropin but had relapses within six 
months after this therapy was discontinued. Three of 
these promptly responded to corticotropin when it 
was given again. Four of six patients with severe dis- 
ease had relapses within six months. Three of these 
failed to improve significantly with further steroid 
therapy. Four patients were treated with daily injec- 
tions of corticotropin—zine hydroxide. Remission has 
been maintained in three for six months. One had a 
relapse and, in spite of other steroid therapy, had to 
undergo colectomy. 

Five patients had previously received cortisone, 
three hydrocortisone, two prednisone, and one predni- 
solone, with poor effect. They all improved when 
corticotropin was given. Conversely, only two patients 
who had failed to improve with corticotropin im- 
proved with other steroids (one with prednisone and 
one with hydrocortisone ). One patient had severe in- 
testinal hemorrhage after administration of prednisone 
and prednisolone, but he was able to tolerate cortico- 
tropin and improved. 


Cortisone 


Cortisone was used in 22 patients (table 2), 8 women 
and 14 men, whose ages ranged from 18 to 52 years. 
The duration of the disease in these patients was from 
2 months to 14 years. The initial dose of cortisone was 
300 mg. the first day and 200 mg. the second day, with 
a maintenance dose of 50 to 100 mg. thereafter. The 
minimal effective dose was maintained for one to four 
months. 

The results with cortisone were not as good as those 
obtained with corticotropin. Fifteen patients of the 
22 so treated improved, but complete remission was 
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accomplished in only two. One-third of the patients 
failed to improve. Five patients subsequently treated 
with corticotropin improved. No patient who failed to 
improve with corticotropin improved with cortisone. 
The best results were obtained in the patients whose 
disease was mild or moderately severe. Three of seven 
with severe disease failed to improve at all, and two 
underwent colectomy. One woman with a moderately 
severe exacerbation during the fifth month of gestation 


TasLe 1.—Results of Treatment with Corticotropin in Twenty- 
eight Patients with Chronic Ulcerative Colitis 


Results Response to 

Pa- Re-treatment 
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was given cortisone intermittently in doses of 25 mg. 
twice daily for two weeks and a rest the third week, 
with satisfactory response. She was brought to term 
on this regimen and was delivered of a normal infant. 
More than half the patients who improved had re- 
lapses within six months after treatment was stopped. 
More than half of these failed to respond to a subse- 
quent course. 


Hydrocortisone 


Hydrocortisone was used in 36 patients (table 3), 16 
women and 20 men, whose ages ranged from 18 to 64 
years. The duration of the disease in these patients 
was from 9 months to 32 years. Rectal administration 
by enema or suppository in eight patients was ineffec- 
tive. Hydrocortisone was used in doses of 100 mg. 
given intravenously in 10 severely ill patients. Hydro- 
cortisone was also given orally in these patients. The 
oral dose of hydrocortisone ranged from 150 to 200 
mg. daily for two days, and then a maintenance dose 
of 40 to 80 mg. was given daily for two to eight 
months. 

Hydrocortisone appeared more effective than corti- 


TasLe 2.—Results of Treatment with Cortisone in Twenty-two 
Patients with Chronic Ulcerative Colitis 


Results Response to 
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sone. Twenty-five of 36 patients were favorably affect- 
ed by orally or intravenously administered hydrocorti- 
sone. The results with intravenous administration of 
hydrocortisone in one seriously ill patient were spec- 
tacular, with prompt subsidence of fever and _ toxic 
condition. Five patients who failed to respond to 
hydrocortisone given orally improved with intravenous 
doses. Three patients responded to corticotropin after 
hydrocortisone failed to affect the disease. Relapses 
ensued within nine months in 13 of 25 patients, Eight 
of these relapses subsided promptly with retreatment, 
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and remission has subsequently been maintained for 
from 4 to 16 months. 


Prednisone 


Prednisone was used in 18 patients (table 4), 11 
women and 7 men, ranging in age from 24 to 55 years. 
The duration of their disease was from 10 months to 
12 years. Prednisone was given in doses of 5 mg. every 
four hours for the first two days and then 5 mg. every 
six hours. The maintenance dose was frequently 5 mg. 
every eight hours. Eighteen patients were treated in 
this fashion. Therapy was maintained for 6 to 10 
weeks. 

The best results again occurred in the patients with 
the least organic change in the colon. Only two of 
seven severely ill patients showed any significant im- 
provement. Of the 18 patients treated, remissions were 
encountered in 2 and improvement in 8. Prompt def- 
ervescence occurred in 9 patients. Thus, 8 of 18 pa- 
tients did not have any significant amelioration of the 
disease from this dose of prednisone. Two of these 
responded to corticotropin and three to hydrocorti- 
sone. Relapses occurred in 4 of the 10 patients within 
four months after therapy was stopped. Two failed to 
improve on a second course of therapy with predni- 
sone, 


TasLe 3.—Results of Treatment with Hydrocortisone in Thirty- 
six Patients with Chronic Ulcerative Colitis 


Results Response to 
Pa- - Re-treatment 
Condition tients, Exceel- 
at Onset } lent Good Fair Poor Relapse Good Failure 
PE cideanctecvier 14 4 4 3 3 3 3 
Moderately 
MOVOTO occcccees 10 2 4 1 3 5 2? 3 
Sey errr 12 1 3 3 ) 5 3 2 
36 7 11 7 11 138 
Prednisolone 


Prednisolone was used in 10 patients (table 5), 5 
women and 5 men, ranging in age from 22 to 38 years. 
The duration of the disease was from six months to 
five years. The drug was given in doses of 5 mg. 
every six hours for two days and then 2.5 mg. every 
six hours. The maintenance dose was 10 mg. daily 
for six to eight weeks. The results with prednisolone 
appear to be the poorest of those obtained with ster- 
oids. Only 50% of the patients showed any improve- 
ment. No complete remissions were obtained. Relapse 
occurred within three months in two patients and in 
five months in two other patients. Two of these four 
patients failed to respond to a subsequent course. 


Continuous Therapy 


In order to evaluate the effects of long-term steroid 
therapy, the results in 23 ambulatory patients treated 
with maintenance doses of steroids continuously for at 
least 10 months are presented (table 6). There were 
15 women and 8 men, ranging in age from 16 to 51 
years, in whom the duration of the disease was from 
two months to three years. Ten had moderately severe 
disease, and four had severe organic change. Excellent 
remission has been maintained in four patients, The 
longest remission, lasting 23 months, has occurred 
with hydrocortisone. One patient, who received corti- 
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sone intermittently for 16 months, was maintained 
through a normal pregnancy without ill-effect on the 
infant, 

Five patients had relapses while on steroid therapy. 
Two patients receiving cortisone relapsed in the 7th 
and 11th months of treatment respectively. The latter 
failed to improve with other steroids and had a colec- 
tomy, while the other patient responded to intrave- 
nously given hydrocortisone and has been receiving 


Tas_e 4.—Results of Treatment with Prednisone in Eighteen 
Patients with Chronic Ulcerative Colitis 


Results Response to 
~ Re-treatment 
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self-administered corticotropin—-zinc hydroxide for 
three months, with remission. Two patients who were 
receiving hydrocortisone also had relapses in the 3rd 
and 14th months of treatment respectively. Both. how- 
ever, responded to increased doses of hydrocortisone. 
One patient had a relapse in the 10th month of treat- 
ment with prednisone, Treatment with corticotropin- 
zine hydroxide induced a response in this patient, and 
a good remission has been maintained for four months. 


Complications 


Table 7 lists the complications that occurred during 
steroid therapy. Most complications occurred with 
cortisone. Three patients developed perforation of the 
colon while receiving cortisone and one each while 
receiving corticotropin and hydrocortisone. The dan- 
ger of perforation appears to be related to the duration 
of treatment, since none occurred when there had 
been fewer than three weeks of therapy. Prednisone 
seemed to predispose to hemorrhage. Three patients 
had massive gastrointestinal bleeding, one from a pre- 
existing duodenal ulcer and two from the colon. 
Hemorrhage from the colon occurred in one patient 


TaBLe 5.—Results of Treatment with Prednisolone in Ten 
Patients with Chronic Ulcerative Colitis 
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receiving corticotropin and one receiving cortisone. 
One patient was placed on prednisone therapy and 
bled from the colon. He was then given corticotropin 
and seemed to improve. Then he was treated with 
prednisolone and had a hemorrhage again. Treatment 
once again with corticotropin resulted in an excellent 
recovery. 

Metastatic infection is an important complication of 
steroid therapy. One patient developed miliary tuber- 
culosis while on corticotropin therapy. Two patients 
receiving cortisone and one receiving corticotropin 
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developed micrococcic (staphylococcic) septicemia. 
ne of these patients died of an acute micrococcic 
bacterial endocarditis, Six patients developed severe 
perianal infections. In two, colectomy had to be per- 
formed because of the severity of this complication. 

Electrolyte changes of troublesome degree were 
encountered only twice. In one patient, who had co- 
lectomy after six weeks of cortisone therapy, the post- 
operative course was particularly trying because of 
very low potassium levels and cardiac irregularities. 
Mental changes in one patient receiving hydrocorti- 
sone and in two receiving cortisone necessitated dis- 
continuance of therapy. One of these patients com- 
mitted suicide. Fluid retention occurred in only a few 
patients, including one receiving prednisone. Activa- 
tion of an ulcer was seen in one patient each in the 
groups receiving corticotropin, cortisone, and predni- 
sone. 

Comment 


The results obtained here affirm the fact that, al- 
though the steroids are helpful in the management of 
ulcerative colitis, they do not provide a cure. Time has 
demonstrated both the beneficial effects of steroids 
and the dangers inherent in their use. 


Pante 6.—Results of Continuous Treatment with Steroids for at 
Least Ten Months in Twenty-three Patients with 
Chronic Ulcerative Colitis 


Response 
Result to Further 
———-— _Treatmentt 


Re- 
ent Good Fair lapse* Good Failure 


Hydrocortisone ........ i 2 3 4 2(14, 2) 2 ste 
4 2 1010) ase 1 
23 4 6 8 2 3 
* Figures in parentheses represent number of months of steroid therapy 


atter which relapse occurred. 


+ Represents only response to further treatment with same steroid (see 
text). 


The desirable effect was the prompt subsidence of 
constitutional reactions. There was freq:ently a rapid 
defervescence, usually within 12 hours. Erythema 
nodosum, iritis, conjunctivitis, and arthritis were 
promptly alleviated. The patient became euphoric, 
and the appetite improved. The number of bowel 
movements decreased, The sigmoidoscopic appear- 
ance of the colon seemed to improve even in those 
patients with persistent symptoms. The colon was 
paler and less friable. It was noted that the pseudo- 
polyps appeared to be mulberry-colored and attached 
loosely. Ulcerations were more discrete. Giant ulcers 
were noted in two instances.’ As the sigmoidoscope 
advanced, pseudopolyps were frequently shorn off on 
contact (intact). Shreds of tissue were often passed in 
the stool. These changes may be due to decreased 
fibroblastic proliferation. However, significant 
change in the radiographic appearance of the colon 
was observed. 

The most striking benefit from steroid therapy in 
ulcerative colitis was in the preparation tor surgery of 
the acutely ill patient in a toxic condition. Thus, a 
patient who was a poor operative risk could be re- 
stored to a good status by several days of intensive 
steroid therapy. Intravenously given corticotropin or 
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hydrocortisone were the best agents for this. Several 
patients who seemed destined for colectomy were 
tided over the critical phase, had a remission, and 
could be continued on medical treatment. 

Patients undergoing elective colectomy who have 
previously received steroids should receive hydrocerti- 
sone intravenously for several days before, during, and 
after surgery. The patient should be weaned from the 
hydroc ‘rtiscne and transferred to corticotropin ther- 
apy gradually, until maintenance is solely with corti- 
cotropin. The dose of corticotropin should then be de- 
creased slowly. We have encountered two instances of 
cardiac arrest and three of postoperative collapse in 
patients to whom cortisone had been administered two 
to five months prior to surgery. In view of the exten- 
sive surgery involved in colectomy, one might consider 
it wise to use steroids in all patients debilitated bv 
severe chronic ulcerative colitis. 

The risk in corticosteroid therapy lies in its masking 
effect on constitutional reaction, the obliteration of 
danger signs, and the direct toxic effects of the drugs. 
The production of mental change, alterations in elec- 
trolytes, and the retention of fluid can be controlled bv 
withdrawing the drug. Particularly dangerous, how- 
ever, is the suppression of certain protective processes, 
which may lead to systemic dissemination of infection. 
An effective broad-spectrum antibiotic should be used 
in conjunction with steroids. Peritonitis mav be 
masked. Constant vigilance is essential to detect im- 
pending perforation. A rising pulse rate, deterioration 
in the patient's appearance, increased localizing signs, 
and increasing colonic distention are warning signs. 

Has steroid therapy affected the course of chronic 
ulcerative colitis? Truelove and Witts** conducted a 
double-blind study, using cortisone and a_ placebo. 


TABLE 7.—Complications Occurring During Treatment of Patienis 
with Chronic Ulcerative Colitis with Steroids 


Hydro- 
Cortieo-  Cor- cor: Pred- Pred- 
tropin tisone tisone nisone nisolone 
(28)* (22) 36) (18) (10) 
l 3 1 
Metastatie infection ........ l 2? 
1 l 3 1 
Activation of ulcer 
epigastric distress ........ 1 sa 1 1 son 
Mental depression .......... 1 ese 
Electrolyte changes 
(hypokalemia) ............ re 1 1 coe ee 
Fluid retention ............ 2 1 1 1 ene 
Perianal infection .......... 1 2 2 1 
8 12 7 6 1 


? Figures in parentheses indicate total number of patients in treatinent 
group. 


+ Four hemmorhages were from the colon, one (with prednisone) from 
an ulcer. 


One of these patients conimitted suicide. 


They found that the improvement in the over-all clini- 
cal picture and in the sigmoidoscopic and x-ray ap- 
pearance of the colon and the lowered mortality were 
in favor of cortisone. Two of us (S. M. F. and A. W.), 
with Fisher,* have treated 104 patients with chronic 
ulcerative colitis with different antibiotics. The results 
in this series of patients can be compared with those 
obtained with steroids (table 8). No significant differ- 
ence can be detected in the results of these two series. 
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The steroids do not, of themselves, produce remission, 
although they do produce a more rapid amelioration 
of symptoms. 

The results of continuous treatment of 19 patients 
with chlortetracycline (Aureomycin) for 19 to 56 
months were compared with those of continuous treat- 
ment with the steroids in 23 patients. Neither of the 
two forms of treatment has any significant advantage. 
The patients treated with steroids had relapses as 


Taste 8.—Comparison of Results with Antibiotic 
and Steroid Therapy 


Results 
Patients, Excel- 
No. lent Good Fair Poor 
Phthalylsulfacetamide tablets 


22 2 7 5 8 
Salicylazosulfapyridine ............. i) 7 3 3 6 
Chlortetraeyveline (Aureomyein).... 41 lv 10 12 9 
Oxytetraeyeline (Terramyein)...... 22 3 6 5 8 

104(114)* 22019) 26(35) 25(23) 31(37) 


* Fivures in parentheses represent combined results with all forms of 
short-term steroid therapy. Breakdown of these figures can be seen in 
tables 1 through 6. 


frequently as did those receiving chlortetracycline. 
Four excellent remissions were maintained with ster- 
oids and none with chlortetracycline, but otherwise 
distribution of the results was similar, with good re- 
sults in eight patients treated with chlortetracycline 
and six treated with steroids, fair results in six patients 
treated with chlortetracycline and eight treated with 
steroids, and poor results in five patients in each 
group. It would seem, therefore, that the course of 
chronic ulcerative colitis is not significantly affected by 
steroid therapy. It is possible that the rapidity of the 
progress of the disease with fibrosis of the colon may 
be inhibited. Corticotropin appears to be superior to 
the other steroids, perhaps because of the parenteral 
mode of its administration. 

The results reported in this paper are not new, but 
thev bear emphasis. Each new drug introduced for the 
treatment of ulcerative colitis has been hailed as a 
panacea until it in turn has been replaced by one 
newer. Older methods have sometimes been forgetten 
in the enthusiasm for the new. The standard treatment, 
including diet, supportive therapy, the control of 
possible hypersensitivity factors, and psychotherapy, 
should continue to be used. The use of corticostercids 
is only part of the treatment of ulcerative colitis. There 
is still no specific cure for this disease. The successes 
reported with any single agent should not be confused 
with the remissions so characteristic of the natural 
history of ulcerative colitis, The search for a thera- 
peutic agent that will arrest the progress of this dis- 
ease must still continue. 


Summary 


Corticosteroids were used in the treatment of 
chronic ulcerative colitis. One hundred fourteen pa- 
tients received short-term treatment and 23 were 
treated continuously for 10 to 23 months. Corticotro- 
pin (ACTH), cortisone, hydrocortisone, prednisone, 
and prednisolone were administered, and of these 
corticotropin appeared to exert the most beneficial 
effects and produce the least adverse effects. The 
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corticosteroids suppress the constitutional manifesta- 
tions but do not alter the natural history of the disease. 
A balance between the expected favorable effects of 
suppression of severe constitutional reaction and the 
potential danger of complications should be estab- 
lished. Corticosteroid therapy is of great help in gain- 
ing time to prepare the patient for surgery or by in- 
ducing euphoria and appetite. While regression of 
symptoms occurs more promptly with steroids than 
with other therapeutic measures, there seems to be no 
evidence that an increased number of remissions will 
result from their use. 


§25 Ocean Ave, (26) (Dr. Fierst ). 


This study was sponsored by the Veterans Administration, and 
its results are published with the approval of the Chief Medical 
Director. The statements and conclusions published by the au- 
thors are a result of their own study and do not necessarily re- 
flect the opinion or policy of the Veterans Administration. 
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ANEURYSMS ON THE ANTERIOR CEREBRAL ARTERY 
EVALUATION OF SURGICAL AND “CONSERVATIVE” TREATMENTS 


Carl H. H. Baumann, M.D. 


Paul C. Bucy, M.D., Chicago 


Intracranial aneurysms are among the common 
causes of serious cerebral disorder and are certainly 
the most common cause of spontaneous subarachnoid 
hemorrhage. Falconer’ in 1950 estimated that 3 of 
every 40,000 people will suffer a spontaneous subarach- 
noid hemorrhage each year, while Richardson and 
Hyland * found that from 0.5 to 1.5% of all autopsies 
reveal the presence of an intracranial aneurysm. Fur- 
thermore, rupture of an intracranial aneurysm and 
spontaneous subarachnoid hemorrhage carry with 
them a very high mortality and morbidity. From 25 
to 50% of all patients suffering a ruptured intracranial 
aneurysm that is treated “conservatively,” with bed 
rest and without surgical intervention, die as a result 
of the first hemorrhage. Many of those who survive 
have a second hemorrhage within a few weeks or 
months after the first hemorrhage, and 50% of these 
also die if they do not have the benefit of surgical 
therapy. It is obvious that ruptured intracranial aneu- 
rysms constitute a serious condition, which demands 
treatment if satisfactory treatment is possible. Admit- 
tedly the results of surgical intervention in the past 
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* The use of cerebral angiography is imperative in 
any case of intracranial bleeding in which definitive 
treatment is contemplated. Without angiography, the 
surgical treatment of aneurysms would be limited to 
those localizing themselves by calcification or localiz- 
ing neurological signs. Aneurysms of the anterior 
cerebral system constitute 20 to 25% of all the aneu- 
rysms. Clipping of one anterior cerebral artery may 
in most cases be effective treatment, but in some in- 
stances it may be the only possible intracranial pro- 
cedure. Whenever possible the aneurysms should be 
excluded from the circulation. 


have often been discouraging.’ It is obvious, however, — 
that improvement of the appalling mortality rate as- 
sociated with conservative treatment can only come 
from serious study of the problem and determined 
efforts to treat these dangerous lesions. 

Within recent years our knowledge of intracranial 
aneurysms—their behavior, their manifestations, and, 
most of all, their proper treatment—has greatly in- 
creased. The situation is still far from perfect. In far 
too many instances the possibility that the patient 
may be suffering from a ruptured aneurysm is not 
considered. In far too many cases reliance is still 
placed on conservative treatment, which carries with 
it such a formidable rate of morbidity and mortality. 


and 
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On the other hand, the optimum form of surgical treat- 
ment is still to be determined for many types of intra- 
cranial aneurysm. 

In the past many articles have dealt with intracranial 
aneurysms as a group. This is no longer satisfactory 
or adequate. It must be obvious that the treatment of 
aneurysms in one part of the cerebral circulation may 
be very different from that of those in other parts. At 
this time, for example, it seems that the best results 
with aneurysms of the intracranial portion of the in- 
ternal carotid artery, either at the bifurcation into the 
anterior and middle cerebral arteries or below it, is 
ligation of the common carotid artery.* Such treatment, 
however, seems much less appropriate for aneurysms 
of the anter‘or cerebral arteries or the middle cerebral 
arteries, and it is not at all suitable for aneurysms of 
the vertebral arteries, the basilar artery, the posterior 
cerebral arteries, or their branches. The time has come 
when we must deal separately with each type of intra- 
cranial aneurysm and develop the optimum type of 
treatment for aneurysms in each location. 

Often surgeons are content merely to present oper- 
ative and postoperative mortality statistics. Obviously 
such information is inadequate to permit anyone to 
evaluate the various forms of treatment. We must 
have statistics on rates of morbidity as well as mor- 
tality, and we must have the figures for the entire 
group, both those patients who are operated on and 
those who are not. Our concern must be to develop 
the optimum treatment for all patients. If one elects 
to wait two or more weeks after an aneurysm ruptures 
before undertaking surgical therapy, it is obvious that 
his figures for mortality of patients who were operated 
on will be much more favorable than if he elects to 
operate much earlier, before most of the more critically 
ill patients have died. But the fact that his operative 
mortality is low does not indicate that the mortality 
rate for his entire group of patients is any better than 
the rate for the patients of the surgeon who undertook 
to operate earlier or than the mortality rate for pa- 
tients of physicians who treated their patients con- 
servatively. The optimum course can be determined 
only when all the facts are available. Furthermore, it 
is not sufficient to know merely that the patient is 
alive. We must also know whether he is paralyzed, 
whether he is intellectually well, and whether he is 
able to carry on at his former or some similar occupa- 
tion in which he can support himself and his family. 


Material of Study 


Generally aneurysms on the anterior cerebral system 
constitute 20 to 25% of all aneurysms.” In this paper 
we have reviewed the records of all the patients 
with such aneurysms who have come under our care 
from 1945 to 1955, regardless of whether they were 
operated on. Our series consists of 18 male and 4 
female patients; however, the general incidence of 
intracranial aneurysms is conceded to be slightly 
greater in women than in men. In 1,568 cases from 
various series reviewed in which the sex was known, 
855 were women and 713 were men.° The age range 
for all patients with intracranial aneurysms is from 
1% years to senescense.™ The incidence in general has 
been said to be fairly steady from the age of 20 on; 
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however, there tends to be a peak of incidence in the 
fifth and sixth decades of life. The ages of our pa- 
tients ranged from 33 to 56 years. with an average age 
of 46.1 years. Of the 22 patients studied, 18 were in 
the 41-to-56-year-old range (fig. 1). 


Signs and Symptoms as Aids to Prognosis 


Some correlation has been attempted between the 
signs and symptoms found in these patients and the 
final results in hopes that we may have some indicator 
of ultimate prognosis (see table). All of these aneu- 
rvsms had bled one or more times, and all patients with- 
out exception had a history of some headache, although 
in six of them this was a relatively m nor complaint. 
Twelve patients had loss of consciousness prior to 
admission either recently or previously. Six of these 
died during hospitalization. Three more patients lost 
consciousness and died after admission. Superficially 
it would appear that the patient who lost conscious- 
ness and recovered before admission had a better 
chance of recovery than one who was unconscious on 
admission or became comatose shortly after admission. 
This is weighted, however, for it does not take into 


31-35 36-40 41-45 46-50 51-55 


Fig. 1.—Graph showing age distribution of 22 patients with 
intracranial aneurysm. 


account the number of patients who lose consciousness 
and die before admission or who are dead on arrival. 
Brief loss of consciousness is of little significance, 
while persistent coma is a grave prognostic sign. 

Two patients had generalized convulsions prior to 
admission; one of them died. One other patient had a 
terminal seizure on the day of admission. Two others 
had focal twitching and did well subsequently. Seizure 
activity per se, therefore, does not appear to be of 
prognostic significance unless associated with progres- 
sive and profound loss of consciousness. 

The two neurological findings particularly significant 
in evaluating prognosis appear to be severe hemi- 
paresis and papilledema. Three patients with severe 
hemiparesis or hemiplegia all died. These three all had 
massive intracerebral hemorrhage, as did one other 
patient who died. Four patients, three of whom died, 
were seen with bilateral retinal hemorrhages. Six 
other patients had optic disks that were described as 
hazy, boggy, or blurred. Four of these patients died. 
Papilledema, generally, in this series is seen to be a 
poor prognostic sign. 
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Data on Twenty-two Patients with Aneurysm on Anterior Cerebral System 


Age, Sex, 
and Date of 
Admission 


51, M 
2/18/5% 


M 
10,1649 


33, M 
12/10/51 


40, M 
4/11/58 


Episodes and Time 
of Oceurrence 
Before Ligation 
or Death 


Headache, coma 8 
days: semicoma 
since 


Severe frontal pain, 
S yr. and 5 yr.; 
frontal pain, 11 
days: twitching left 
thumb and big toe 


Severe headache, 2 
yr., 3 mo., 8 days 


Severe headache, 20 
days, 17 days, 9 days 


Headache, 3 wk. 


Headache, 18 days; 
on 
right, 


Coma, 7 yr.: hemi- 
plegia on right, 4 
yr.; coma, conyul- 
sion, 3 wk 


Headache, 2 mo.; 
coma, 25 day 

visual 
since 


Lost consciousness, 
214-3 yr.: coma for 
5 days, 4 mo. ago 


Headache, nausea, 
vomiting, 3 wk.; 
twitching right 
thigh and shoulder 


Headache and 
consciousness, 

headache since: 
weakness left side, 
10 days 


Headache, seotoina 
incoordination, 31 
days; short coma, 
10 days 


Headache, yr. 
and 12 days 


Headache, 4 wk.: 
difficulty with left 
arm 24 wk 


Loss of conscious- 
ness, morning of 
admission 


Headache, 5 days; 
coma, 3 days 


Headache, 36 and 28 


days: coma, few 
minutes 


Signs and 
Symptoms on 
Admission 


Bilateral papilledema with 
hemorrhages; deep tendon 
reflexes increased on left; 
foreed grasp on left; L.P.*: 
300 min. HeO, bloody 


Negative neurological 
examination; L.P.: 400 mm, 
H2O, bloody 


Old Bell's palsy; Babinski's 
sign on left; increased left 
knee jerk; no L. 


Disk margins blurred; 
bilateral Hoffmann’s sign: 
L.P.: 310 mm. H20, bloody 


First admission: increased 
right knee jerk; L.P.: 310 
mm. bloody 

Second admission: Babin- 
ski’s sign on right; L.P.: 
310 mm. HveO, bloody 


Negative neurological 
examination 1 wk. after 
last episode 


Ptosis and mydriasis on 

right; hazy left temporal 
disk; bilateral Babinski's 
sign; L.P.: 220 mm. He0, 
xanthochromic 


Increased knee and ankle 
jerk on right; 
10 mm. 


’ increased reflexes, left 
leg; L.P.: 160 mm. He, 
bloody 


Increased right triceps 
reflex: decreased right 
abdominal; 


on right; L.P.: bloody 


No loealization; L.P.: 320 
mim. HeO, xanthochromic 


Hemiparesis on right; 
increased right reflexes; 
Hoffmann’s sign on right, 
marked aphasia; L.P.: 200 
mm. HeO, bloody 


Dysarthria, aphusia, weak- 
ness left arm and face; 
increased reflexes on left: 
Hoffmann’s and Babinski's 
signs on left; L.P.: 120 mm. 
xanthochromie 


Bilateral hemorrhages in 
fundi; right pupil bigger 
than left and pupils fixed; 
left facial weakness; bi- 
lateral Babinski’s and 
Hoffmann’s signs; L.P.: 
420 mm. HO, bloody 


Conjugate deviation to 
right; disks boggy; flaccid 
on left; L.P.: 580 mim. 
H2O, xanthoechromie 


Hemiparesis on left; Babin- 
ski’s sign on left, increased 
reflexes left: L.P.: 350 
mm. HeO, bloody 


Hoffmann’s sign 


Angiogram— 
Exposure, Anesthetic, 
and Results 


Bilateral open, general; 
anterior cerebral, 4 by 3 mm. 
1% em. 
cerebral artery 


Bilateral done elsewhere: 
anterior communicating 
artery, 5 by 10 min. 


Right percutaneous; general: 
& by 10 mm.; callosomarginal, 
12 mm. from origin 


Right percutaneous, local 
(unsatisfactory): bilateral 
percutaneous, general; right 
unterior cerebra 


Left percutaneous, general; 
aneurysm proximal portion 
midcerebral 

Right percutaneous, left 
percutaneous; aneurysms 
right and left midecerebral 
and communicating artery 
(visualized trom right and 
left internal carotid in neck) 


Lett percutaneous, general; 
sized aneurysm on anterior 
communicating artery: right 
percutaneous, general; 


Bilateral open, general; 


uneurysm Jett anterior cerebral 


or anterior communicating 
urtery near bifureation 


Left percutaneous, general; 
aneurysm, 5-7 mim., 


cerebral artery 


Right percutaneous, general: 
left open, general: aneurysm 
left anterior cerebral artery 
Right earotid artery: 


first portion 


Right carotid artery percutane- 
aneurysm on right anterior 


ous, 
cerebral artery; 12 days post- 
operatively left carotid, 
bilateral filling, no aneurysin 


Left carotid artery; left 
anterior cerebral artery 
aneurysm 


None 


Right percutaneous, loeal 


small anterior cerebral artery 


aneurysm 


None; critical on admission 


None 


right 


trom origin of anterior 


pea- 


negative 


lett anterior 


aneurysm 
right anterior cerebral artery, 


open, 


Treatment 


Trapped with two clips 


Trapped with two clips; 
right anterior cerebral 
artery clipped 


Trapped and anterior 
cerebral artery clipped 


Right anterior cerebral, 
one clip at origin 


Ligation of lett eom- 
mon carotid artery 


Absolute bed rest 


One clip on left anterior 
cerebral artery; packing 
around aneurysm with 
absorbable gelatin 
sponge 


Left anterior cerebral 
artery clipped 3 mm. 
from origin 


Lett anterior cerebral 
artery clipped at origin 


Left anterior cerebral 
artery clipped 


Refused surgery 


Right anterior cerebral 
artery clipped twice: 
packing with absorbable 
velutin sponge 


Left anterior cerebral 
artery clipped; lateral 
to optic tract 


Conservative: 4/24 
repeat hemorrhages; 
seizures: bilateral 
papiliedema with 
hemorrhages; right 
decompression evacua- 
tion hematoma 


Critieal on admission 


Right subtemporal de- 
compression duy of 
admission 


Hemiplegia on left in 
hospital; decompression 
and evacuation 
hematoma; aneurysm 
right frontal lobe 
clipped 


Result 


Working full time 


Working 12-14 hr. day 


Tonie seizure 5 days 
postoperatively: 
working full time 


Returned to work; 
died suddenly 2 mo. 
postoperatively: 
no autopsy 


Did well 


Died 15 days after 
admission; repeat 
hemorrhage anterior 
communicating artery 


Did well: returned 
with pyeloneptritis 
and bacteremia: 

discharged: present 
condition unknown 


Retired: doing well; 
no difficulty 


Slight memory dif- 
fieulty and aealeulia; 
present condition 
unknown 


Works full time as 
truck driver 


Works full time 


Works full time 


Marked hemiplegia and 
aphasia; walks wit 
cane and speaks with 
difficulty 


Died day after surgery 


Died early on morning 
after angiogram 


Died 2 days after 
surgery; aneurysm 
anterior communicating 
artery: hemorrhage 
right hemisphere 


Died 2 days after 
surgery 


| 1957 
(7, M 
3/9/53 
3/29/58 
] 
12/12/55 
49, M 
3 D 
36, M 
12/11/50 
11/7/50 
12/8/53 
35, M 
3/9/46 


Vol. 163, No. 16 


ANEURYSMS—BAUMANN AND BUCY 


Data on Twenty-two Patients with Aneurysm on Anterior Cerebral System (continued) 


1451 


Age, Sex, 
und Date of 


Episodes and Time 
of Occurrence 


Signs and 
Symptoms on 


Angiogram— 


Exposure, Anesthetic, 


Treatment 


Coma atter admission; 
unilateral seizure 


Result 


Died day of admission; 
aneurysm of the 


Admission Before Ligation Admission and Results 
r Death 
58, Headache, 2 wk. Bilateral hemorrhages in None 
9/15 48 fundi: pupils miotie and 
irregular: weakness right 
arm: confused and drowsy; 
L.P.: 480 mm. HeO, bloody 
, M Coma and headache’ Blurred disks: pupils pin- None 
7/23/48 4) days: coma 2 point; bilateral Babinski’s 
days: admitted in sign; L.P.: 440 mm. HO, 
coma bloody 
51, M Headache and Disks blurred: marked None 
6/29 48 seizure day of arterioselerosis: L.P.: 
adinission 210 mm. HeO, xanthochromice 
nO, F Headache day of Lethargy: diplopia: bilateral None 
6/23/47 admission with hemorrhages in fundi: 
seizure abdueens weakness, right; 
weakness right leg: 
L.P.: 430 mm. HeO, bloody 
M Headache, 11 and Slight right facial weak- Bilateral percutaneous, 
6/8/55 days ness; L.P.: 70 mm. H:2O, local; aneurysms right anterior 
bloody cerebral, anterior communicating 
2 infraclinoid right internal 
carotid arteries 
48, F Migraine headaches Hypertension, 200/95 mm. Right percutaneous, loeal: right 


9/12/55 since childhood; Hy: negative neurological 


severe episode 3 yr.; examination; L.P.: 300 

headache 17 days mm. HO, bloody; developed 
positive Babinski’s signs 
and lethargy 


*L.P., lumbar puncture. 

+’, doubtful. 

In 15 patients with slight to marked lateralizing 
signs, the aneurysm was on the side indicated by the 
signs in 11. In three the aneurysm was on the same 
side as the deficit, and in one the aneurysm arose from 
the center of the anterior communicating artery. It 
is well known and not uncommon that aneurysms on 
the anterior cerebral or anterior communicating 
arteries may bleed into the opposite cerebral hemi- 
sphere, thus giving false lateralization, so far as the 
position of the aneurysm is concerned. 

There may be some correlation between the findings 
on lumbar puncture and the outcome of each case. 
In 20 patients in whom the spinal fluid pressure was 
recorded, the range was from 70 to over 600 mm. H.O. 
The average spinal fluid pressure was 304 mm. H.O. 
Of the 11 patients who died, only 3 had a spinal fluid 
pressure of less than 330 mm. H.O, while of the 9 
who lived only 2 had a spinal fluid pressure of over this 
level. The total protein in the spinal fluid measured 
from 26 to 1,640 mg. per 100 cc. and did not seem 
of prognostic value. Neither did it seem to be a 
measure of brain damage, as severe brain damage and 
ultimate death occurred in the patient with the spinal 
fluid protein level of 26 mg. per 100 cc. 

The signs and symptoms that most suggest a fatal 
outcome therefore appear to be prolonged uncon- 
sciousness, papilledema, and severe hemiparesis. Al- 
though we know that it is not necessarily so, the 
presence of a frontal intracerebral hematoma was 
invariably fatal in this series. Intracerebral bleeding is 


anterior and communicating 
arteries failed to fill: left 
pereutaneous, local; aneurysm 
left anterior cerebral or anterior 
communicating artery 


anterior cerebral artery 


Conservative for 3 wk. 
prior to admission 


Died day of admission 
of repeated hemor- 
rhage; aneurysm branch 
of anterior cerebral 
artery, left medial 
surface 


Died 7/7/48 with 
repeated hemorrhage; 
aneurysm, branch of 
anterior cerebral artery, 
left medial surface 


Conservative: repeat 
headache, coma, 
unilateral seizure 


Conservative: 3 hemor- 
rhages in hospital 


Died 7/9/47: aneurysm 
anterior ecommuni- 
eating artery 


Seizure during angio- 
gram: bead turned left; 
right side tonic; 
bilateral Babinski’s 
signs and increased 
reflexes; left facial 
weakness: stellate 
bloek, normal 1 hr. 
later; conservative 


Died 6/15/55 


Left anterior cerebral Slight weakness right 
artery clipped proximal leg for short period 
and distal 


bound to cause considerable and often irreparable 
cerebral damage, and it is probably always associated 
with cerebral edema, which may be very serious. 


Angiography 


Without angiography, the surgical treatment of 
aneurysms would be limited to those localizing them- 
selves by calcification or localizing neurological signs. 
Dandy “ and others deprecated angiography as haz- 
ardous and unnecessary in most instances. In more 
recent years, however, angiographic technique and 
mediums have improved so that, while there is still 
risk, the information to be gained makes the risk 
worth taking. If it were not for angiographic localiza- 
tion, the majority of patients with subarachnoid hemor- 
rhage would still be treated by bed rest and hope, as 
were some of the earlier patients in this series. 

In our series, 20 angiograms were made on 15 pa- 
tients; 13 of these were unilateral, and 7 were bilateral. 
Five angiograms were made by open exposure of the 
common carotid artery, 14 were percutaneous, and 
one was done elsewhere. General anesthesia, with use 
of thiopental (Pentothal) sodium, was given in 13 
cases; in 6 local anesthesia with use of 1% procaine 
hydrochloride was used. It is now our practice to do 
angiography percutaneously with the patient under 
local anesthesia except for specific contraindications. 
The average amount of dye used was 29.8 cc. on each 
side. This has subsequently been reduced in most 
cases to 16 to 20 cc. In one patient sodium acetrizoate 
(Urokon sodium) was used, but in all others the dye 
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employed was 35% iodopyracet (Diodrast) concen- 
trated. Recently we have been using diatrizoate (Hy- 
paque) sodium, which we now prefer to the other 
mediums. 

The average duration from the time of the last 
hemorrhage to the first angiogram, excluding two 
patients who were first seen four and five months after 
their subarachnoid hemorrhages, was 9.8 days. Of 15 
patients who had angiography, only 3 died without 
surgery. One died the day after the angiogram and 
two days after admission; the other two had multiple 
intracrannial aneurysms and died while on “conserva- 
tive’ management. The only angiographic complication 
in this series was in one of the patients with multiple 
aneurysms. During the procedure he had a unilateral 
adversive seizure (a convulsive seizure in which the 
patient’s eyes, head, neck, and trunk turn toward the 
side opposite the cerebral lesion ). He did not respond 
to painful stimuli. Reflexes were increased throughout 
and Babinski’s signs were present bilaterally. Procaine 
(Novocain) hydrochloride was injected into the stel- 
late ganglion, and the patient recovered completely 
within an hour. Seven patients had no angiography, 


ANTERIOR ANTERIOR ANEURYSM 
CEREBRAL TRAPPED 


coop 
RESULT 


HEMIPARESIS 


EXPLRED 


CONDITION 
UNKNOWN 


Fig. 2.—Graph showing results of various forms of direct sur- 
gical treatment of aneurysms of the anterior cerebral system. 


and they all died. One of these died the day of admis- 
sion. Two died two days after subtemporal decom- 
pressions, which were carried out as emergency 
measures on desperately ill patients. One died two 
days after definitive attack on the aneurysm, which was 
found while evacuating an intracerebral hematoma. 
Five of these seven were seen some time before death 
and may well have been saved had angiography and 
early surgical treatment been in use routinely at that 
time. 


Surgical Treatment 


Eleven patients were operated on in whom the aneu- 
rysm was attacked directly after having been visualized 
by angiography. One died approximately two months 
postoperatively of a recurrent intracranial hemor- 
rhage. This patient had a single clip on one anterior 
cerebral artery near its origin. One had residual hemi- 
plegia and aphasia. One did well until an acute attack 
of pyelonephritis and bacteremia 19 months later. He 
has not been heard from recently. A fourth patient 
did well for some time but has likewise not been heard 
from recently. Seven have done well, have had no 
particular symptoms, and are all working full time 
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with the exception of one who has retired. These 
all had frontal craniotomies; five were on the left 
side and six on the right. Six of these 11 were oper- 
ated on under hypotensive anesthesia. In the first of 
these hexamethonium bromide was used but in all 
subsequent patients trimethaphan (Arfonad) camphor- 
sulfonate was used. The use of controlled arterial 
hypotension during the operation has proved to be of 
considerable help in neurological surgery, particularly 
in cases of intracranial aneurysm, vascular malforma- 
tion, and extremely vascular tumors. 

In all cases the treatment of the aneurysm per se 
has been clipping of the parent vessel. Two of these 
aneurysms were packed with absorbable gelatin sponge 
(Gelfoam) in addition. The number of clips necessary 
depended, of course, on the position of the aneurysm. 
If the aneurysm arose trom the anterior communicat- 
ing artery at its junction with one anterior cerebral 
artery, the anterior cerebral artery on this side and the 
distal end of the anterior communicating were both 
clipped, thus completely isolating the aneurysm. In 
five cases the left anterior cerebral artery was clipped. 
Four of the patients in whom this was done recovered 
completely, while a fifth has a persistent hemiplegia 
and aphasia. However, as this patient had hemiparesis 
on the right side and severe aphasia prior to the opera- 
tion, it is obvious that this disabling persistent defect 
cannot be attributed entirely to occluding the left 
anterior cerebral artery. The patient who died of sub- 
sequent intracranial hemorrhage two months _post- 
operatively had had one clip applied on the anterior 
cerebral artery near its origin from the internal carotid 
artery. Presumably either this clip loosened or the 
aneurysm filled and ruptured from flow that came 
across the anterior communicating artery. It is possible 
also that in this case another aneurysm may have been 
present, since multiple aneurysms are not uncommon, 
as we have seen, and no postmortem examination was 
obtained. 

The type of intracranial treatment varied some- 
what (fig. 2). Five patients had simple clipping of 
the parent vessel. In these cases the aneurysm was 
either on one anterior cerebral artery or, if on the 
anterior communicating artery, it was filled from only 
one side. The anterior cerebral artery demonstrated by 
angiography to be the parent vessel was the one oc- 
cluded by clipping. One of these patients died two 
months postoperatively of another intracranial hemor- 
rhage as noted above. A second patient, also noted 
above, has a persistent hemiparesis but is able to walk 
and speak some. Three other patients returned to 
normal activity, but the condition of one is not known 
at present. Two patients had simple clipping plus 
packing of the aneurysm with absorbable gelatin 
sponge. Both returned to normal activity but one had 
subsequent pyelonephritis and bacteremia. His condi- 
tion is not known at present. Four patients were treated 
by trapping the aneurysm between two or more clips. 
All of them are back at full activity. 

Among the patients on whom no operations were 
done, one was seen five months after he suffered a 
subarachnoid hemorrhage and refused surgery. He is 
alive and well at present. Two patients died within 36 
hours of admission and shortly after their initial hemor- 
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rhages. The remaining four patients died of recurrent 
hemorrhages while on conservative management. One 
patient had episodes of hemorrhage four days and one 
day prior to admission and had been treated conserva- 
tively for one week when he had a third hemorrhage, 
which was fatal. This patient had multiple aneurysms. 
A second patient had two hemorrhages 26 days and 2 
days before admission, had been treated conserva- 
tively, and died on the day of admission. A third 
patient died with his second episode one week after 
admission and three weeks after the initial hemor- 
rhage. The fourth patient was admitted on the day of 
his initial episode and died 16 days later, after having 
had three more hemorrhages while on conservative 
management. 

Two of the three patients who had emergency de- 
compressions had each had two previous hemorrhages 
and were treated conservatively for some time before 
being operated on. Neither was too ill to have been 
operated on previously. The third patient was ad- 
mitted in coma and operated on immediately. In two 
of these three cases intracerebral hematomas were 
evacuated when the decompressions were made, All 
three of these patients died. 

One patient had ligation of the common carotid ar- 
tery in the neck and died four years later of a recurrent 
hemorrhage from an aneurysm on the anterior com- 
municating artery. This patient had multiple intra- 
cranial aneurysms. 

All but 1 of the 10 patients who were treated con- 
servatively or by decompression had had their initial 
onset of symptoms of aneurysm five days to five weeks 
previously and were treated conservatively either by 
ourselves or by referring doctors. One patient was 
comatose almost from the onset and died one and one- 
half days after admission. All but one of the seven 
patients treated conservatively died of another intra- 
cranial hemorrhage while under observation. The one 
who survived had sustained the rupture of his aneu- 
rysm five months before we saw him. The results of 
treatment in all cases are shown in figure 3. 

One of the 11 patients treated by intracranial attack 
died two months postoperatively of another hemor- 
rhage. The remainder have now lived three to five and 
a half years postoperatively, with the exception of one 
who was operated on nine months ago. The average 
duration of life after operation of these 10 patients 
was four years, as of June, 1956. 


Comment 


With newer mediums and better techniques we are 
approaching the point where the patient’s age and the 
condition of his arteries no longer seriously limit the 
use of carotid angiography. However, cerebral] angiog- 
raphy is still not free from dangers, and its use should 
be reserved for cases in which it is clearly indicated. 
Its use is imperative in any case of intracranial bleed- 
ing in which definitive treatment is contemplated. 

Surgical intervention in a moribund patient is obvi- 
ously disastrous. To wait for two or three weeks for 
edema to subside as some authors have advocated is 
in many instances also disastrous. Surgical treatment 
should be undertaken as soon as the patient’s condition 
warrants it. This will be a matter for judgment on the 
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part of the surgeon in each case. He must always bear 
in mind that each day he waits he runs the risk that 
the patient may have a second hemorrhage, which 
may prove fatal. 

Proximal carotid ligation at present is the treatment 
of choice for aneurysms of the internal carotid artery 
at or below its bifurcation. It must be clear that princi- 
ples of flow that apply to an arterial lesion in this 
location do not necessarily apply to one in a more 
distal location, particularly when the lesion in question 
is near or is partially sustained by another artery. The 
low incidence of complication following ligation of the 
carotid artery would indicate that the change in blood 
flow to the ipsilateral hemisphere results in either no 
neurological alterations or ones that are subclinical! in 
most cases. It can hardly be hoped that ligation of the 
proximal carotid artery can be permanently effective 
in lesions around the anterior communicating artery, 
which must serve as one of the principal channels of 
blood flow when one carotid artery is occluded. 

Clipping of one anterior cerebral artery may in most 
cases be effective, or in some instances it may be the 
only possible intracranial procedure. Logue * has advo- 
cated as an emergency procedure clipping of the 


“CONSERVATIVE®  BECOMPALSS\ON CanoTid 
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Fig. 3.—Graph showing results of all forms of treatment in 
the 22 cases reported. 


principal anterior cerebral artery supplying an aneu- 
rysm in this region. He points out that few patients 
die as a result of the first rupture of an aneurysm on 
the anterior cerebral system. However, 25% died as 
the result of a second hemorrhage within four weeks 
after the first. The risk of death at the end of four 
weeks has been dropped to 20% and at the end of 
eight weeks to 9%. We agree with Logue as to the 
value of occluding the principal anterior cerebral ar- 
tery in many cases. However, the certain elimination 
of the aneurysm is only possible by trapping, by re- 
moving the aneurysm, or by clipping the aneurysmal 
neck. In general these are much more hazardous pro- 
cedures. Whether the risks of these more certain proce- 
dures will be justified as compared with occlusion of 
the principal anterior cerebral artery, only time and 
further study will show. 


Summary and Conclusions 


A follow-up study of 22 patients with aneurysms of 
the anterior cerebral system has been made. Seven 
patients were treated by conservative management. 
Three patients had surgical decompression and evacu- 
ation of a hematoma. One patient had ligation of the 
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common carotid artery in the neck. All but 1 of these 
1] patients died. Eleven patients were treated by 
intracranial clipping of the anterior cerebral artery or 
trapping of the aneurysm. One of these patients died, 
one has hemiparesis and aphasia, which were present 
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prior to operation, and the condition of two others is 
not known. The remaining seven are all well and ac- 
tive. The average postoperative follow-up on these 
patients is four years. 

On the basis of this study, angiography is thought to 
be a necessary prerequisite to the proper treatment of 
intracranial hemorrhage resulting from the rupture of 
an aneurysm. “Conservative” treatment of ruptured 
intracranial aneurysm carries with it an appalling 
mortality and is the most dangerous form of manage- 
ment of aneurysms of the anterior cerebral system. 
Proximal carotid artery ligation cannot be relied upon 
for cure of aneurysms in this location. Clipping of one 
anterior cerebral artery may be adequate, but when- 
ever possible the aneurysm should be excluded from 
the circulation. The anterior cerebral artery on either 
side may be clipped with relative safety, and_ this 
may be done while operating under controlled arterial 
hypotension. 
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The Family Physician in Medical Education.—General practitioners are brought into the med- 
ical school to conduct a teaching program. ... The ability of specialists to teach the facts and 
techniques of their respective fields is a fact too well established to require comment from 
me. The general practitioner's value to medical school lies in his unique qualification as family 
doctor. He is a specialist, if you will, in family medical care. It is our intention, therefore, to 
supplement—not replace—the other clinical courses, correlating facts taught by the various 
specialists, and integrating this information with a knowledge of family environmental and 
interpersonal influences which bear on health. Furthermore, under our supervision, students 
are permitted to apply their knowledge by observing and caring for people in family units. 
It is now widely recognized that something has been missing in medical education; that what 
should have been everybody's business has become, in fact, nobody’s. Fifty years ago medi- 
cal education was sick, and the “treatment” prescribed to cure its ailment was specialization. 
The beneficial effects of this treatment have been obvious for many years. There is ample evi- 
dence to support the claim that specialization both in teaching and in practice was not only 
necessary but desirable. It was only recently, however, that some rather unpleasant “toxic” 
side effects became apparent. There was an inordinate pre-occupation with the diseased or- - 
gan or system and too little attention paid the patient. Pursuing the diagnosis and attacking 
the disease ceased to be merely means used to relieve the suffering of patients and became 
instead ends in themselves. The gap between academic medicine and private practice wid- 
ened, and murmurs were heard that the schools were training technicians and super scientists 
rather than clinicians. It began to look like a case of “the operation was a success but the 
patient died.” In recent years, educators began to realize what was happening and took action 
to combat these undesirable side effects. Many plans have been developed at various schools 
to accomplish their common objective. The University of Mississippi has selected the family 
physician to do the job. It has invited general practitioners to plan and operate their own 
section’s teaching program.—L. F. Rittelmeyer Jr., M.D., The Family Physician in Medical 
Education, The Mississippi Doctor, July, 1956. 
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FOR SYSTEMIC CONTROL OF 


PREVIOUSLY DIFFICULT PAIN PROBLEMS 


John S. Lundy, M.D., Rochester, Minn. 


Serendipity, or the fortuitous discovery of one thing 
during the search for something else, can happen in 
anesthesiology as well as in other endeavors. Thus it 
comes about that we often find uses for drugs that are 
very different from the uses originally intended. For 
example, it came to be known, a long time ago, that 
the effects of an overdose of a barbiturate could be 
somewhat antagonized by means of a convulsant drug 
such as pentylenetetrazol (Metrazol) and vice versa.’ 
Moreover, Zerfas > once told me of a case in which, at 
the Indianapolis City Hospital, an enormous dose of 
strychnine had been ingested, yet the resultant con- 
vulsions were controlled by means of amobarbital 
(Amytal) sodium (at that time the agent was not gen- 
erally available, and its properties were not fully un- 
derstood). The convulsions, in fact, were controlled 
until the strychnine was destroyed by the patient's 
body. 

Antagonists of Barbiturates and Morphine 


Recently a drug called Megimide (8-ethyl-8-methyl- 
glutarimide) has been used to antagonize the usual 
effect of a barbiturate. As can be seen from the chem- 
ical structure (fig. 1), it is in itself a cyclic derivative 
of glutaric acid, which produces convulsions and will 
produce effects that can be recorded in the electro- 
encephalogram. Holten” is represented as saying: 


From the formula of methylethylglutarimide it is possible to 
conceive that the substance can act as a competitive inhibitor— 
an effect which is similar to the antagonistic action of dicumarol 
[bishydroxycoumarin] to vitamin K, and that of malonic acid to 
the splitting of succinic acid by dehydrogenase. In any case it 
is an effect of this type that Shaw imagined. Then it should be 
an inhibition of the combining of barbituric acid with cellular 
enzymes, particularly of the nervous system. 

There is barely sufficient experimental data concerning this 
at the moment. But biological tests in experimental animals are 
being carried out. Shaw has investigated its effect in mice, rab- 


bits, cats, and dogs. The injection of Megimide into barbiturate- » 


poisoned animals resulted in the narcosis being lightened so that 
rabbits could alternately be brought under narcosis with thio- 
pentone [thiopental sodium] and awakened with Megimide. 
Shaw has carried out electroencephalography in dogs after in- 
jection of barbiturate, and the E. E. G. was observed to become 
rapidly normal after injection of Megimide. 

Many years ago Eli Lilly & Company, Indian- 
apolis, and Abbott Laboratories, North Chicago, II]. 
chanced to find a synthetic convulsant barbiturate, 
5-(1-3-dimethylbuty])-5-ethyl barbituric, acid (sodium 
salt). This agent, which I shall call “Diberal,” was 


From the Section of Anesthesiology, Mayo Clinic and Mayo 
Foundation. The Mayo Foundation is a part of the Graduate 
School of the University of Minnesota. 

Read before the regional meeting of the Tennessee State So- 
ciety of Anesthesiologists, Chattanooga, Tenn., Sept. 30, 1956. 


* The antagonisms among drugs have a double 
usefulness, as when a neurostimulant is used to over- 
come the excess of a depressant or vice versa. 
Special interest attaches to pairs of drugs that are 
closely related chemically but have opposite effects. 
A representative pair are the sodium salts of barbi- 
turic acid (a sedative) and of Megimide, which has 
a chemical structure very similar to that of a barbi- 
turic agent. A similar relation exists between mor- 
phine and nalorphine, which are thought of as 
competitive antagonists. Drugs that act on enzyme 
systems to dissociate the oxidizing from the phos- 
phorylating reactions are also of current interest. 
New preparations for relieving tension, preventing 
nausea, and obviating postoperative pain are avail- 
able, and a variety of nonbarbiturate sedatives and 
hypnotics here described can be adapted to special 
situations. The possibilities are such that the entire 
array of agents available to the anesthesiologist 
should be exploited to the utmost. 


discarded because it produced convulsions, an action 
that has been regarded as a desirable quality in sev- 
eral drugs. Actually, to be a good clinical antagonist, 
the drug probably must be able to stimulate the pa- 
tient despite the depression caused by the anesthesia 
or analgesia, the administration of which depends 
upon whether surgical procedures were done. | shall 
refer briefly to Diberal again in this text. 

In a series of cases in Melbourne and London, it has 
been possible to save the lives of one patient after 
another who tried to commit suicide with a_barbi- 
turate. Recovery was achieved in a time much shorter 
than that of any other treatment that was used. Harris * 
wrote: 

Shaw states that NP 13 [8-ethyl-S-methylglutarimide] is 
quite innocuous; and, using doses of 50 mg. I have seen 
neither fasciculations nor any other side-actions. When 
the results in this series of seventy-three cases are con- 
sidered with Shaw’s results in the treatment of barbiturate 
coma, we may conclude that NP 13 is a barbiturate antagonist 
of real clinical worth. To omit to use it in the treatment of 
barbiturate poisoning is to run the risk of the bronchopneumonia 
that is so often fatal in such case. Its use after surgical anaesthesia 
can be valuable but is more limited because the patient may be 
under the influence of central depressants other than barbiturates. 
In the hands of the biochemist it should prove a useful teol in 
investigating the nature of the affected biophase during 
narcosls, 

Professor Shaw” has written the following to me: 
“We are also working on the mode of action of Megi- 
mide. At the present time we lean to the view that 
Megimide does not antagonize barbiturates at the 
cellular level but may act on the reticular activating 
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system. We have a fair amount of evidence to suggest 
that the action of barbiturates on motility of the in- 
testine, conduction of the nerve impulse, etc., is not 
influenced by Megimide. As yet we have little evi- 
dence to suggest that it is acting on the reticular ac- 
tivating centre.” 


CH; cH,——co 


CH; CH, cH,——co 


Fig. 1—Megimide ( ). 


Daptazole is 2:4-diamino-5-phenylthiazole hydro- 
chloride (fig. 2). This substance appears to be a weak 
barbiturate antagonist. It acts synergistically with 
\Megimide. The risk of toxic effects caused by Megi- 
mide, which produces cramps when it is administered 
rapidly and in large doses, is considerably reduced if 
Daptazole is given with it. Daptazole also has been 
used to antagonize the side-effects of morphine. Dapta- 
zole, because it is a good respiratory stimulant, is used 
to overcome respiratory depression caused by mor- 
phine, and it is employed as an antagonist to barbi- 
turates. It has been recommended for relief of pain 
caused by advanced cancer. 

To find the proper doses of this agent, Shaw and 
Shulman” have worked out a principle of treatment 
that involves the administration of morphine in %4- 
grain (15 mg.) increments, accompanied by 12.5 mg. 
of Daptazole over a period of one or two days until 
the desired analgesia is obtained. Both the morphine 
and the Daptazole are injected intramuscularly, and 
relief of pain for four to six hours can be obtained 
thereby. 

Therapeutic doses of Daptazole reverse the depres- 
sant action of morphine on respiration; higher doses 
reverse the soporific action of morphine. Still higher 
doses of Daptazole leave the patient awake and men- 
tally restless, with associated transient muscular 
twitching, prolonged and forced expirations, and oc- 
casional vomiting. 


NH,——C 


C—NH, | HCl 


| 
C,H; —— 


Fig. 2.—Daptazole (2:4-diamino-5-phenylthiazole hydrochlo- 
ride ). 


It is my understanding that, if an antagonist has a 
chemical structural formula essentially similar to that 
of the depressant, it is much more likely to give a 
satisfactory result. A good example of this is seen in 
the case of nalorphine (Nalline) hydrochloride. The 
structure of this agent (fig. 3) is only a slight variation 
of the structure of morphine (fig. 4). Nalorphine hydro- 
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chloride will produce depression if morphine has not 
been administered or taken previously, so that the one 
seems to be a competitive antagonist to the other. 

It then becomes provocative to ascertain if there is 
more than one way to antagonize the effect of a de- 
pressant drug. In this respect the electroencephalo- 
graphic pattern is of real value. Thiopental (Pentothal) 
sodium, for example, causes a rather characteristic 
depression of the electrical activity of the cortex of the 
brain (fig. 5). When this occurs, one thinks of methyl- 
phenidate (Ritalin) hydrochloride, which has a stim- 
ulating effect on the normal electrical activity of the 


CH,-CH=CH, 


OH OH 


Fig. 3.—Nalorphine hydrochloride (N-allylnormorphine hy- 
drochloride ). 


cortex of the brain (fig. 6). Practically, methylpheni- 
date will terminate within a minute or two the respira- 
tory depression that occasionally follows heavy pre- 
liminary medication and that sometimes occurs after 
fairly large doses of thiopental sodium given intra- 
venously. The dose of methylphenidate may be as 
high as 40 to 50 mg. (one dose given intravenously), 
and this dose may need to be repeated, for it appears 
that the size of the dose of this drug should be in 
some proportion to the size of the dose of thiopental 
sodium used. This, of course, parallels the situation 


1-CHs 


OH OH 


Fig. 4.—Morphine. 


in respect to edrophonium (Tensilon) chloride, in 
which a larger dose of that agent is required to 
antagonize the effects of curare when the dose of 
curare is large, as opposed to the situation when the 
dose of curare is small. Because methylphenidate 
stimulates the brain and exerts a marked effect, there 
may be brief vomiting. Often, for some reason, sweat- 
ing also ensues. 

Methylphenidate has been combined with reserpine 
(Serpasil) to overcome the mental depression that fol- 
lows the use of Rauwolfia for hypertension. This par- 
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ticular combination is a good current illustration of 
the.way in which the viewpoint toward the ill-effects 
of some agents must be changed. That is, discourage- 
ment is not necessarily in order if a drug is found to 
produce some desirable results and some undesirable 
ones, because, by the proper combinations, it may be 
possible to overcome the deficiencies of one agent by 
the supplemental use of another in a given situation. 

Sem-Jacobsen and his associates’ made an interest- 
ing contribution to the problem of overcoming barbi- 
turate intoxication. The procedure that they described 
was employed experimentally and thus far has no 
practical application, but it warrants repetition here. 


RESPIRATION 
CONDITION LEVEL PATTERN Liters/Min 
(mean) 

PRE ANESTHETIC ie) 5-8 

ANESTHESIA 

DANGER 

1100 pe ses, 


Fig. 5.—Depression of the electrical activity of the cortex of 
the brain caused by thiopental (Pentothal) sodium. 


Vigorous blasts of certain odors on the nasal mucosa of 
anesthetized patients had strong arousal effects. Not only were 
electric potentials recorded from the olfactory bulb and from 
various parts of the brain affected but the clinical state of the 
patient was changed. Thus, a patient under deep thiopental 


CHCOOCH; ® HCl 


NH 


Fig. 6.—Methylphenidate (Ritalin) hydrochloride. 


anesthesia would begin to respond shortly after a few blasts of 
burnt rubber, tincture of valerian, or lilac were directed into the 
nostrils. Only a few odors had this strong arousal effect. Like 
room air, most of the odors tested had little or no arousal effect. 
Thus, it is conceivable that stimulation of the nasal mucosa with 
strong blasts of certain odors might aid in reviving patients from 
the effects of overdoses of barbiturates. 


Antagonists of Certain Side-effects of Newer Drugs 


Levallorphan (Lorfan) tartrate (fig. 7) has been use- 
ful to me and to others in the management of the 
depression caused by anesthetic and analgesic drugs. 
For example, I had a 50-year-old patient, who weighed 
about 100 Ib. (45.5 kg.) and who appeared to be older 
than she was. Sne received, as preliminary medication 
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for an ophthalmic operation, 1/6 grain (10 mg.) of 
morphine and 1/150 grain (0.4 mg.) of scopolamine. 
The dose of morphine was repeated in an hour. At 
the time of operation the patient became cyanotic 
and was breathing only nine times a minute. She ap- 
peared to be in serious condition. She was given 1 mg. 


-CH,-CH*CH, 


OH 


Fig. 7.—Levallorphan (Lorfan) tartrate (3-hydroxy-N-allyl- 
morphinan ), 


of levallorphan tartrate intravenously in 1 cc. of solu- 
tion, and within less than a minute her breathing was 
satisfactory. 

Similarly, a boy, 4’2 years old, who was to undergo 
tonsillectomy and adenoidectomy, received rectally 0.2 
ce. of a 10% solution of thiopental sodium per pound 
of body weight. After he lost consciousness, 1 mg. of 
promethazine (Phenergan) hydrochloride per 10 |b. 
(4.5 kg.) of body weight was injected intramuscularly 
and 1 mg. of levorphanol (Levo-Dromoran) tartrate 
(fig. 8) and 1/450 grain (0.135 mg.) of atropine were 
given intramuscularly. The cumulative effects of the 
drugs finally developed, and, when the operation was 
almost over, the patient stopped breathing and be- 
came blue. I was unable to maintain the normal pink 
coloration by administering oxygen alone, even though 
examination of the intratracheal tube proved the air- 
way to be patent. I aspirated the respiratory passages 
to be certain that there was no obstruction in them; 
finally I administered intravenously 1 mg. of leval- 


Fig. 8.—Levorphanol (Levo-Dromoran) tartrate (Levo-3- 
hydroxy-N-methylmorphinan ). 


lorphan tartrate in 1 cc. of solution on the basis of 
the knowledge that levallorphan tartrate antagonizes 
the undesirable side-effects of levorphanol tartrate. 
Within less than a minute the patient's breathing and 
color were satisfactory. In neither of these two patients 
were there any residual untoward results. 
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Premedication and Anesthesia Inseparable 


After long study and reflection, | have arrived at 
the conviction that the entire array of agents available 
for anesthesia should be exploited to the utmost. In 
pursuance of this, I think the anesthesiologist who is 
to be in charge of the anesthesia also should order the 


Ss 


Cl 
N 


CH2C H2C H2N(CH3)2- HCl 


Fig. 9.—Chlorpromazine (Thorazine) hydrochloride. 


preliminary medication. This means that he ought to 
see the patient beforehand; if the operation is sched- 
uled for the morning, the anesthesiologist should see 
the patient the evening before the operation. If the 
anesthesiologist has a well-trained assistant who thinks 
as he does, the assistant may carry out this part of the 
program. Anesthesia actually starts the evening before 
the operation. Hence, preliminary medication and the 
administration of the anesthetic agent are inseparable. 
My experience has been that premedication can be 
prescribed in such a way and in such a dosage that 
the patient will reach the precise stage of tranquillity 
that I wish to exist when he is placed on the operat- 
ing table. From that time onward, with minor excep- 
tions, it should be possible to predict the course of 
events with almost invariable certitude. The ultimate 
result would be that anesthesia would proceed so 
smoothly that the state of anesthesia at a given mo- 


Fig. 10.—Methylprylon ( Noludar). 


ment could be ascertained simply by a glance at the 
clock. The program previously decided upon would, 
in effect, achieve the objective more certainly and 
more safely than any other conceivable means. 
When the average adult is ready to go to sleep on 
the night before the operation, I administer orally 
25 mg. of promethazine hydrochloride. Or, if it is so 
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desired, chlorpromazine (Thorazine) hydrochloride 
(fig. 9) can be used, and, in addition, 500 mg, of 
ethchlorvynol (Placidyl), or 400 mg. of methylprylon 
(Noludar) (fig. 10), or 142 to 3 grains (90 to 180 mg.) of 
pentobarbital sodium (Nembutal), or 500 mg. of glute- 
thimide (Doriden) can be administered (see table ). 
In my experience the use of promethazine hydro- 
chloride in combination with one of these other agents 
has brought about an uncommonly good night's rest 
for the patient. I always try to ascertain whether the 
patient is sensitive to any drugs. I also ask him not to 
smoke until after the operation. Such counsel has 
proved to be helpful, especially if the patient ordi- 
narily smokes heavily. A patient who smokes heavily 
is in the habit of coughing in the morning to rid him- 
self of secretions, and the effects of bedtime medica- 
tion the night before and preoperative medication on 
the morning of operation, added to those of smoking, 
can cause the accumulation of thick mucus to such 
extent that the intratracheal tube can become ob- 
structed. To liquefy secretions I give one troche of 
Calcidrine at night and one next morning. 
Meprobamate (Equanil or Miltown) is a new drug 
that induces tranquillity but has no synergistic effect 
on any other agent. It can be used in place of prometh- 
azine hydrochloride or chlorpromazine hydrochloride, 
and, if this is done, no change in the technique 


CH3 


H3 


Fig. 11.—Mephentermine (Wyamine) sulfate (N, a¢-trimethyl- 
phenethylamine sulfate ). 


of anesthesia is required. On the other hand, if pro- 
methazine hydrochloride is used, the rate of injection 
of thiopental sodium must be retarded and the dose 
reduced, or respiration will be depressed too much. 

On the morning of the operation, I visit the patient 
and ask him how he slept. This tells me how effective 
the drug was that he received the night before. As a 
rule, for an adult patient, I repeat the dose of 25 mg. 
of promethazine hydrochloride, giving it intramuscu- 
larly, and I administer 2 mg. of levorphanol tartrate. 
Alternatively, I may give k to % grain (8 to 10 mg.) of 
morphine and 1/150 grain (0.4 mg.) of atropine. If 
morphine is employed at this time, the dose ought not 
to be so large as that customarily used. The reason is 
that even in a good-sized, robust adult patient, 4 grain 
(15 mg.) of morphine plus promethazine hydrochlo- 
ride may mean that inadequate ventilation or cessa- 
tion of ventilation may come about after anesthesia 
has been induced. 

When this type of preliminary medication is used 
and when the operation is carried out with the patient 
in the supine position, the blood pressure decreases 
very little. However, when patients thus prepared are 
operated on while they are under local anesthesia and 
in a sitting position, blood pressure often decreases 
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and some nausea and vomiting occur. This state of 
events requires the intravenous administration of 25 
to 50 mg. of ephedrine. Even then, despite the fact 
that the blood pressure may rise satisfactorily, the 
patient sometimes does not feel very well. At such a 
time, 100 mg. of hydrocortisone sodium succinate 
(Solu-Cortef) solution in 2 cc. of water will improve 
the patient’s mental state, so that he can cooperate 
by sitting up and placing himself in the proper position 
for operation. 

It has seemed that when the newer agents have 
been used in preliminary medication as I have de- 
scribed it, decreases in blood pressure have been more 
frequent, but by the intramuscular administration of 30 
to 50 mg. of mephentermine (Wyamine) sulfate (fig. 11) 
(which activates the electroencephalogram*) or methy]- 
phenidate at the time the preliminary medication is 
given, the decrease in blood pressure and the nausea 
appear to be minimized. If the decrease in blood 
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This procedure considerably improves the status of 
the patient at the time I carry out sacral block anes- 
thesia. Previously, many of the patients would become 
nauseated and vomit while I was in the process of 
carrying out the block procedure. This happened so 
frequently that I had a device for the administration of 
oxygen available at the head of the table, and very 
often it was necessary to administer oxygen to control 
the nausea and vomiting. Since I have used the pre- 
liminary medication in question, not more than 1 in 
100 patients is nauseated under such circumstances. 
This is a very real improvement. 

To control pain in the postoperative period I again 
administer 25 mg. of promethazine hydrochloride in- 
tramuscularly, with 3 mg. of levorphanol tartrate plus 
20 mg. of Daptazole. Now it can be said that, after all 
the vears of countless attempts to provide the surgecn 
with the means for the relief of postoperative pain, 
the objective has been largely attained. So far as 


Newer Nonbarbiturate Sedatives and Hypnotics 


Onset, 


Drug 
Cilutethimide 
(Doriden) 
(1955) 


Formula 
( c.co 
NH CHe.C He 


Indieations 
Insomnia 
Daytime 

sedation 


Min 
15-30 


Preoperative 
medication 


Mepartynol 
(Dormison) 


H-C.C(OH)(CHs). 
CHeCHs 


Insomnia 10-60 
Temporary 
sedation 


Premedication 
for EEG 


Methylprylon NH.CH2.¢ co. Insomnia 
(Noludar) C(C2H5)2.C Daytime 
(1955) sedation 


30-60 


Ethinamate 
(Valmid) 
(1955) 


CH-C(C6H11)0.CO.N Ha Insomnia 


ynol CICH-CHC(OH)(CeHs).C-CH Insomnia 15-30 
yl) 


(Plac 


Duration, 
Hr. 


4-8 


Short- 
acting 


Oral Dose 
Tablets, 0.25 and 0.5 gm. 
Hypnotic: 0.25 to 0.5 
gm. at bedtime or at 
least 4 hr. before ris- 
in 


Side-effects 

Depression of central 
nervous system 
(when given in large 
doses) 

Oceasional nausea, of- g 
ten relieved by ant- Sedative: 0.25 gm., 3 
acids or 4 times/day, p. ¢ 

Drowsiness and dizzi- 0.5 gm. 
ness ght before, 0.5 to 

Skin rash 10 gm. 1 hr. before 

Depression of central Capsules, 0.25 and 0.5 gin. 
nervous system Liquid, 0.25 gm./4 ee. 
(when given in large Claimed to be Hypnotie: adult 0.5 to 
doses) nonaddictive 1.0 gm.; child 0.25 to 

Oceasional skin rash Little respiratory 0.5 gm. 

Belching depression Sedative: 0.25 gm. once 

Unpleasant aftertaste No cumulative or twiee/day 

One tatality reported action 
with 5-gin. dose 

Depression of central  Nonbarbiturate 
nervous system No hangover 
(when given in large Claimed to be 
doses) nonaddictive 

Oceasional 
drowsiness, diz 
ness, and 

Depression of central 
nervous system 
(when given in large 
doses) 


Advantages 
Nonbarbiturate 
No hangover 
Claimed to he 

nonaddictive 


Nonbarbiturate 
No hangover 


Tablets, ) and 200 mg. 


ic: 200 to 400 


edti 
DO to 100mg, 
3 to 4 times/day 


Nonbarbiturate 
No hangover 
Claimed to be 
nonaddictive 
No eumulative 


Tablets, 0.5 gm 
lor”? at bedtime 


Nonbarbiturate 
No hangover 


Depression of central 
nervous system 
(when given in large 
doses) 


Capsules, 500 my. 
1 at bedtime 


pressure persists at the time the patient is put in the 
operating chair, the dose of mephentermine sulfate or 
methylphenidate can be repeated intravenously. 


Control of Postoperative Pain 


Control of postoperative pain is achieved better 
now than ever before. I shall illustrate this statement 
by adverting to the condition of pain after hemor- 
rhoidectomy. By the use of the new drugs for this 
operation, all aspects of the procedure have been im- 
proved to a satisfactory degree. My method is to ad- 
minister premedicaments to the patient when he 
comes to the hospital in the morning. This I do with 
25 mg. of promethazine hydrochloride, given by mouth 
when the patient is put to bed. Then, when the patient 
is called in the afternoon for the operation, I adminis- 
ter 25 mg. of promethazine hydrochloride intramuscu- 
larly, with 2 mg. of levorphanol tartrate. 


hemorrhoidectomy is concerned, the surgeon can 
assure his patient that he will not suffer during or 
after the procedure. 


Uncoupling Agencies in the Action of Drugs 


Brody * and Hunter and Lowry '" have written ex- 
cellent reviews concerning the uncoupling of oxidation 
and phosphorylation as a mechanism of the action of 
drugs. Brody wrote: 


Under normal circumstances the oxidative metabolism of 
living cells and of certain isolated systems leads to the synthesis 
of compounds containing high-energy phosphate bonds. These 
compounds are known to be essential for such functions as 
growth, muscle contraction, nerve conduction, etc. A number of 
substances are able to alter this relationship by depressing the 
formation of high-energy bonds without depressing simulta- 
neously the oxygen consumption of the system, This dissociation 
of oxidation and phosphorylation is termed “uncoupling.” 


> 
(1951) 
15-25 
auetion 
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Many of the substances which have been shown to uncouple 
phosphorylation from oxidation are drugs which have been em- 
ployed in experimental pharmacology and therape atics. Whether 
the effectiveness of these substances as drugs is dependent upon 
their effectiveness as uncoupling agents is the consideration of 
this review. The fact that a substance has the ability to uncouple 
phosphorylation from oxidation does not indicate that it is devo 
of other fundamental actions. The relative importance of un- 
coupling as a mechanism of action will differ, of course, with 
different drugs. That uncoupling is of major importance in the 
action of certain drugs is at present a most attractive hy- 
pothesis... . 

Further study and formulation will surely reveal some of our 
present concepts to be naive, But so long as we consider the 
orderly flow of energy through cellular systems essential to 
normal function, we may consider important any agent capable 
of diverting this energy stream. ... 


Research in Neurological Enzymes 


| have been told that the action of the competitive 
inhibitor is such that it will change the patient’s con- 
dition from one of respiratory arrest or depression to 
one of satisfactory respiration. In some instatces, by 
increasing the dose of the inhibitor, it may be possible 
to cause the patient to become alert enough to answer 
questions. It is said that an anesthetic agent such as 
thiopental sodium comes into contact with the en- 
zymes ' of the nervous system and causes the enzvmes 
to act upon the nerve cell in such a way as to decrease 
its normal activity. Possibly the dose of the inhibitor 
may need to be in proportion to the dose of thiopental 
sodium. At any rate, when the competitive inhibitor 1s 
injected, it displaces the thiopental sodium within a 
matter of minutes, and the inhibitor causes the enzyme 
to stimulate the nerve cell. Yet, thiopental sodium 1s 
still present in the body, and it can be shown that the 
amount of the agent in the blood stream is not de- 
creased. Hence, the notion has been advanced that 
under such circumstances the thiopental sodium no 
longer is in contact with the enzymes of the nervous 
system and that it no longer can exert an effect on 
the nervous system. 

Another example of competitive inhibition is that of 
aminosalicylic acid used in the battle against tubercu- 
losis. This drug is generally believed to inhibit micro- 
bacterial growth by competitive inhibition of the 
enzyme system. 

On the basis of reports, I judge that the probability 
of success of a competitive inhibitor is better if the 
chemical formula of the antagonist resembles that ot 
the drug that it is to antagonize. Hence, I had enter- 
tained the notion that, if | could get a barbiturate such 
as Diberal, which will produce convulsions, | mi iit 
have a better chance of antagonizing the effect seen 
when thiopental sodium is administered. I did some 
work with the agent, but only in the laboratory and 
not with patients. 

A new compound PAM (2-pyridine aldoxime methi- 
odide ‘* has been synthesized at the Columbia Uni- 
versity College of Physicians and Surgeons. It will 
protect mice against poisoning with isoflurophate 
(DFP), and the synthesis is said to represent a major 
advance in understanding of the actions of enzymes. 
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It has been known for years that the enzyme cholines- 
terase controls the hydrolysis of acetylcholine, and 
acetylcholine is recognized as being directly concerned 
in the conduction and transmission of nerve impulses. 
Gases that exert an effect on nerves do so by damaging 
cholinesterase and thus blocking nervous activitv. 

When white mice were injected with 100% lethal 
doses of isoflurophate (an insecticide) and PAM was 
imected one or two minutes later into the abdominal 
cavities of the animals, not one animal died. PAM 
has not vet been administered to human beings, but 
it may come to be useful as an antagonist in instances 
of overdosing with certain therapeutic compounds em- 
ployed against some of the muscular nerve disorders. 
Moreover, the techniques by means of which PAM 
was developed surely ought to bring about a better 
understanding of some presently obscure functions of 
the nervous system. 

The chemistry of enzymes is a relatively new field." 
It cannot be said that the ideas expressed herein have 
been proved, but at least there is a degree of satistac- 
tion in the fact that we have some sort of explanation 
of the phenomena encountered when antagonists are 
given and the clinical picture is altered suddenly trom 
one of respiratory depression to one without respira- 
tory depression. | hope that untoward side-effects of 
these new agents will not be encountered. 
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SERUM TRANSAMINASE IN 
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LIVER DISEASE 


David W. Molander, M.D., Erwin Sheppard, Ph.D. 


and 


Mary A. Payne, M.D., Ph.D., New York 


Since an easily reproducible method for the spectro- 
photometric determination of the serum glutamic 
oxalacetic transaminase level was devised by Karmen, ' 
investigators in liver disease have become interested 
in learning about the usefulness of the clinical appli- 
cation of the information imparted by this test. It has 
been shown that high serum titers of the enzyme re- 
sult from the administration of carbon tetrachloride to 
white rats and seem to reflect the degree of paren- 
chymal-cell necrosis in these experimental animals.’ 
The purpose of this report is to describe the experi- 
ence with the determination of the serum transaminase 
level in patients with various liver diseases. 


Methods 


Karmen’s method ' was used to determine the trans- 
aminase activity spectrophotometrically. By this meth- 
od, the enzyme activity is determined by measuring 
the decrease of optical density resulting from the 
oxidation of DPNH:» (reduced diphosphopyridine 
nucleotide) to DPN (diphosphopyridine nucleotide, 
coenzyme 1) at room temperature (27-2 C). The sys- 
tem contains alpha-ketoglutaric acid (pH 7.4), serum 
(0.5 or 0.2 ml.), phosphate buffer (pH 7.4), aspartic 
acid in buffer (pH 7.4), and purified malic dehydro- 
genase. Since it has been found * that serially diluting 
the serum in the reaction mixture will increase the 
transaminase titer, it is imperative to use the same 
volume of serum for any given patient when the test 
is repeated at various intervals. In this report, 0.5 ml. 
of serum was used in all determinations except with 
enzyme levels greater than 1,200 units, when 0.2 ml. 
of serum was used. One unit of enzyme activity is 
equivalent to a change of optical density of 0.001 per 
milliliter per minute at wave length 340 mp. When the 
enzyme activity could not immediately be determined, 
the serum was frozen and stored at 0 C, at which 
temperature no significant loss has been found to occur 
for several weeks. 

Serum bilirubin, thymol turbidity, cephalin floccula- 
tion, total protein and albumin-globulin ratio, sulfo- 
bromophthalein (Bromsulphalein), and alkaline phos- 
phatase values were also determined. The majority of 
the patients had been seen repeatedly by us in the 
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* In any disturbance of liver function, whether due 
to acute infection or to chronic liver disease, where 
significant areas of hepatic cells undergo necrosis, 
elevations of the serum transaminase level may be 
expected. As the liver parenchyma heals and the 
liver cells regenerate, normal levels are obtained. 
Normal serum transaminase values have been found 
to range from 5 to 40 units; with Laennec’s cirrhosis 
the levels were from 13 to 286 units, in biliary 
cirrhosis from 57 to 330 units, and with viral hepa- 
titis from 540 to 1,890 units of activity. While there 
has been no constant correlation with other usual 
 liver-function tests, it appears that any process caus- 
ing death of enough liver cells should increase the 
serum transaminase activity. 


liver study group over a period of several years; the 
diagnoses were confirmed histologically in many in- 
stances, and the state of hepatic compensation was 
determined from a combination of the available clin- 
ical and laboratory data. Normal serum transaminase 
values have been found to range from 5 to 40 units. 


Laennec’s Cirrhosis 


Ninety determinations were done on 81 patients 
with Laennec’s cirrhosis. The serum transaminase ac- 
tivity varied from 13 to 286 units. The majority of 
these patients had a history of alcoholism and classic 
findings of cirrhosis at some stage in the course of the 
disease. Clinically they were divided into two broad 
groups: those with compensated and those with de- 
compensated liver disease. The patients with decom- 
pensated disease had clinical evidence of activity as 
well as laboratory evidence, based on the usual liver- 
function tests. The patients with compensated disease 
usually had a palpable liver and at some time had had 
diagnostic evidence of cirrhosis; however, at the time 
of the study they were not clinically ill, and their 
liver-function tests, although not entirely normal, 
either had given steady results over a period of time 
or tended to reflect improvement rather than worsen- 
ing of hepatic function. The patients with compen- 
sated disease were eating well, were frequently 
working, and were not significantly troubled by their 
liver disease. 

Thirty-nine determinations were done in 38 patients 
with compensated Laennec’s cirrhosis. The average 
serum transaminase activity was 45 units, just slightly 
above the upper limits of normal; values ranged from 
13 to 150 units. Fifty-one determinations were carried 
out in 43 patients with decompensated disease. The 
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average enzyme activity was 79 units, with values 
ranging from 28 to 286 units. In general, the sicker 
patients, with increased clinical and laboratory evi- 
dence of activity of their liver disease, had higher 
levels of transaminase activity, although there was no 
consistent correlation between. the results ot this test 
and of any other single liver-function test. 
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Fig, 1.—Transaminase and other laboratory values in patient 
with Laennec’s cirrhosis. Elevation of transaminase was prob- 
ably due to homologous serum jaundice. 


Determination of the serum transaminas2 activity 
was found useful in the diagnosis of serum hepatitis 
in a patient with Laennec’s cirrhosis who had under- 
cone a portacaval shunt (fig. 1). This patient had a 
well-established case of Laennec’s cirrhosis, with slight 
jaundice, palpable liver and spleen, and esophageal 
varices with a history of hematemesis. On April 4, 1955, 
a portacaval shunt was carried out to relieve the 
portal hypertension. The patient responded well after 
surgery; however, in June the icterus deepened and 
anorexia became more pronounced. There was little 
difference in the results of a repeat series of the usua! 
liver-function tests. The serum transaminase activi, 
was 2,879 units. This seemed to be compatible with 
serum hepatitis, which was most likely due to the 
presence of homologous serum jaundice virus in blooc 
used at the time of surgery. The patient was rehos- 
pitalized, and on a regimen of bed rest he had im- 
provement in his clinical status and in the results ot 
his liver-function tests. Since this illness, his alkaline 
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phosphatase level has remained elevated and his trans- 
aminase activity has been greater than one would 
expect in an uncomplicated instance of hepatitis. He 
appears to represent clinically an example of continued 
activity of a chronic deteriorating process in the par- 
enchymal cells. The height of the transaminase ac- 
tivity two months postoperatively in this patient 
-trongly implicates hepatitis as the cause of the further 
impairment of his liver function at the time of writing. 

In one patient with acute liver necrosis superim- 
posed on Laennec’s cirrhosis, in whom coma and deaih 
shortly ensued, a level of 1,248 units of serum trans- 
aminase was found. The elevation of the transaminase 
value, as seen in figure 2, seems to parallel the clinical 
picture of coma and impending death. The postmortem 
examination of the liver in this instance showed wide- 
spread parenchymal-cell necrosis. 

In one patient with Laennec’s cirrhosis who had 
previously been treated with a portacaval shunt there 
was a moderately increased serum transaminase level 
(137 units), jaundice, an increased alkaline phosphaiase 
level, and x-ray evidence of cholelithiasis. After the 
patient had been prepared for a cholecystectomy with 
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patient with acutely decompensated Laennec’s cirrhosis, Pa- 
tient was comatose before death. 


a high-protein diet supplemented with infusions of 
serum albumin, an exploratory operation was per- 
formed. A carcinoma was found that involved the 
common duct and extended into the liver parenchyma. 
The necrosis of the liver cells associated with the 
neoplasm (and cirrhotic process) probably accounted 
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for the increased transaminase activity, although in- 
stances of metastatic cancer involving the liver with- 
out causing necrosis or abnormalities of the serum 
transaminase level have been observed by one of us 
(D. W. M.). An eventual rise in the serum transaminase 
level dependent on the extent of necrosis caused by the 
tumor is expected if the process proceeds long enough. 

In two patients with Laennec’s cirrhosis and hemo- 
- chromatosis, levels of 40 units and from 21 to 185 units 
have been observed. The latter patient experienced 
increased anorexia and fatigue with the rise in the 
serum transaminase value. This was believed to repre- 
sent an increase in the activity of parenchymal-cell 
degeneration. 

From one patient with an enlarged liver due to con- 
genital syphilis with calcification of the gummas. a 
level of 56 units of transaminase was noted. In a pa- 
tient with congestive splenomegaly (Banti’s disease) 
who had an enlarged, hard liver, 62 units of trans- 
aminase activity was found in the serum. 


Biliary Cirrhosis 


Higher-than-expected transaminase levels have been 
found in patients with biliary cirrhosis. In 12 determi- 
nations of the enzyme value in seven patients with 
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Fig. 3.—Elevated transaminase activity and other laboratory 
values in patient with obstructive jaundice caused by Hodgkin's 
disease involving the common bile duct. 


long-standing jaundice, palpable liver, xanthomatosis, 
and pruritus but with reasonably good appetite and 
without the usual emaciation and digestive complaints 
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so common to patients with Laennec’s cirrhosis, the 
enzyme activity ranged from 57 to 330 units, with an 
average of 160 units. 

This is, admittedly, a small group, but the con- 
sistency in the enzyme levels in these patients seems 
an interesting although completely unexplained 
phenomenon. Presumably they have enough areas of 
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necrosis of liver parenchyma to increase the trans- 
ainase activity. One can only speculate on whether 
the elevated cholesterol and lipid levels in these 
patients, and perhaps the associated parenchymal 
uecrosis as well, play a part in the disease process. 
This would not seem to be the entire explanation, 
however, as the fatty liver seen in diabetic patients 
is not necessarily associated with an elevated trans- 
aiminase level.* 


Obstructive Jaundice 


Moderate elevation of the serum transaminase ac- 
tivity level has been noted in patients with obstructive 
jaundice. An instance is illustrated in figure 3. This 
pacient had Hodgkin’s disease that involved the com- 
mon duct and caused obstructive jaundice. The ob- 
struction was first relieved by the placing of a T-tube 
into the common duct, and the serum transaminase 
activity level fell from 320 to 57 units. Actual involve- 
ment of the liver by the lymphomatous process was 
seen neither grossly at the time of surgery nor micro- 
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scopically in the biopsy specimen. Radiation therapy 
followed, and a further decline to 27 units of enzyme 
activitv was noted. 


Viral Hepatitis 


Greatly increased serum transaminase levels early 
in the course of hepatitis have been reported.’ In 
20 patients with acute viral hepatitis, the serum 
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Fig. 5.—Laboratory values in patient with infectious hepatitis. 


transaminase activity was 540 to 1.890 units, with an 
average of 1,398 units. Eleven of these patients had 
infectious hepatitis and nine had homologous serum 
jaundice. In the former group the range of serum 
transaminase activity was 540 to 1,890 units, with an 
average of 1,200 units. Levels in patients with homolo- 
gous serum jaundice ranged from 524 to 3,600 units 
of transaminase activity, with an average of 1,640 
units. Figure 4 illustrates the range of serum trans- 
aminase activity in these patients. Figure 5 illustrates 
the laboratory values in a patient with viral hepatitis. 

One other patient, a narcotics addict who had con- 
tracted serum hepatitis three months earlier, had a 
level of 56 units. This rose to 160 units, with exacerba- 
tions of his symptoms, due to the patient's disregard 
of advice as to rest and diet. 

One patient who had had infectious mononucleosis 
and hepatitis three weeks earlier had a level of 25 
units. The patient's liver was not palpable at this time, 
and there was no residual evidence of hepatitis. 

Patients who had had hepatitis three or more weeks 
were studied. In only one patient, with homologous 
serum jaundice, was an increase in the enzyme ac- 
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tivity seen at this stage. In general, by the time the 
bilirubin level is normal the transaminase activity 
has also returned to normal. We feel that the presence 
of greatly elevated levels confirms the presence of 
hepatitis early in the course of the disease process. 

Serial transaminase activity determinations seem 
to be useful in following the course of patients with 
hepatitis. Figure 6 shows the course of a 46-year-old 
woman who after a month of bed rest had 356 units” 
of transaminase activity. When ambulation was started 
there was a clinical recrudescence of her disease 
process, with return of anorexia, nausea, and fatigue. 
A further slight increase in her transaminase activity 
followed, but, with restitution of bed rest, there was 
clinical improvement and decline in the transaminase 
activity to normal. When ambulation was started for 
the second time, no further difficulty was encountered. 
It would seem that in such an instance determination 
of the serum transaminase activity level could be 
used to predict a recrudescence of hepatitis. 

Toxic Hepatitis 

Increased serum transaminase activity levels may 
be seen in patients with toxic hepatitis. Two patients 
with carbon tetrachloride poisoning, reported on by 
one of us (D. W. M.) with Wroblewski and LaDue, 
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Fig. 6.—Course of patient with hepatitis. Transaminase ac- 
tivity served as guide during recrudescence of disease. 


had levels of 27,840 and 12,300 units of transaminase 
activity.” One patient with toxic hepatitis, studied 
by us, had a level of 328 units. 

The laboratory values in an interesting case of 
hepatitis due to cinchophen intoxication are illustrated 
in figure 7. Cortisone was used in this patient when 
a deepening of the jaundice occurred in spite of bed 
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rest and other therapy, including infusions of dextrose 
and vitamins. This patient improved on steroid 
therapy, and the serum transaminase activity level 
seemed to be a useful index of her eventual recovery. 
This fact, along with the fact that the cholinesterase 
level was normal throughout the illness, reassured 
the physicians caring for this patient. 
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Fig. 7.—Laboratory values in patient with hepatitis due to 
cinchophen intoxication. 


Comment 


The level of serum transaminase activity seems to be 
a useful and sensitive indication of hepatocellular 
necrosis. In any disturbance of liver function, whether 
due to acute infection or to chronic liver disease, 
where significant areas of hepatic cells undergo 
necrosis, elevations in the enzyme level mav be 
expected. 

The striking elevation of the transaminase level in 
acute hepatitis is in keeping with the known In- « 
logical evidence of hepatocellular necrosis caused 
by the invading virus. As the liver parenchyma heals 
and the liver cells regenerate, normal levels are ob- 
tained. It would seem that the best explanation for 
the elevation of the enzyme levels in these cases 1s 
that large quantities of the enzyme are liberated 
from the necrotic liver cells. As our knowledge in- 
creases, further light may be shed on the mechanism 
of the process; however, this simple explanation is in 
keeping with our present state of knowledge of the 
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pathological process and with the fact that the liver 
contains large quantities of the enzyme, exceeded 
only by the myocardium. Experimental liver injury 
by carbon tetrachloride has produced marked eleva- 
tion of the serum transaminase levels.° 

In chronic liver disease, there is probably a con- 
tinuing process of death of a certain number of liver 
cells in association with regeneration. It may be that 
the slight to moderate elevation seen in patients with 
portal cirrhosis and biliary cirrhosis reflects this con- 
stant destructive process in the liver parenchyma. 
The higher serum transaminase levels consistently 
seen in biliary cirrhosis may be related in part to 
the partial biliary obstruction (intrahepatic or extra- 
hepatic) that exists in these patients. It may be that 
only when the total effect of the destructive process 
overcomes the regenerative process that we find pa- 
tients with clinical decompensation. Admittedly, this 
is theoretical at the present time, but further experi- 
mental work and continued observation in the lab- 
oratory on animals under controlled conditions may 
turther elucidate our knowledge. 


Summary and Conclusions 


Serum glutamic oxalacetic transaminase activity 
seems to be a sensitive index of hepatic parenchymal- 
cell viability. In acute hepatitis, early in the course 
of the disease, high levels of transaminase activity 
have been observed. Higher levels of transaminase 
activity are seen in decompensated than in compen- 
sated Laennec’s cirrhosis. The sicker patients seem 
to have the higher levels. In patients with biliary 
curhosis, moderate elevations in the enzyme activity 
level are seen. In a limited group of patients, these 
levels were higher than the levels in patients with 
decompensated Laennec’s cirrhosis. The reasons for 
this are not fully understood, but the difference may 
be due to the partial biliary obstruction that occurs 
in this disease. In toxic hepatitis, high serum trans- 
aminase levels have been observed. Any process 
causing death of enough liver cells should theoretically 
increase the serum transaminase activity. Experi- 
mental work by one of us (D. W. M.) seems to confirm 
this. No constant correlation with the other usual 
liver-function tests has been noted. 
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CYSTIC DISORDERS OF THE KIDNEY—CLASSIFICATION, 
DIAGNOSIS, TREATMENT 


Harry M. Spence, M.D., Sydney S. Baird, M.D. 


and 
Elgin W. Ware Jr., M.D., Dallas, Texas 


The purpose of this paper is to review the various 
disorders of the kidney in which the formation of 
cysts or cyst-like structures is a predominant or sig- 
nificant feature. Since the literature reveals consider- 
able confusion in terminology and classification of the 
different types of cystic disease. we wish first to pre- 
sent (see table) a practical classification that, while 
taking account of etiological and pathological features, 
is designed primarily to indicate the diagnosis, treat- 
ment, and prognosis in any given case. 


Simple Cysts 


By far the most common cystic disorder of the 
kidney is the simple cyst with its pathological varia- 
tions, Aside from their frequent occurrence, their great 
importance lies in the differential diagnosis between 
the large simple cyst and the malignant tumor, The 
term “simple cyst” is used in preference to “solitary 
cyst” because more than one may be present. They may 
be unilateral or bilateral, and each cyst may be uni- 
locular or multilocular. None of these distinctions has 
been of basic importance as we have encountered 
them. 

The etiology of simple cyst of the kidney is obscure. 
Congenital maldevelopment and acquired obstruction 
of the finer urinary passageways have been proposed 
as well as the frequently quoted theory of Hepler,’ 
which holds that a combination of obstruction and 
impaired circulation to a localized portion of the 
kidney results in cyst formation. 

These cysts vary in size from a few centimeters in 
diameter to a mass holding a liter or more of liquid. 
From two-thirds to three-fourths occur at the lower 
pole of the kidney; the majority of the remainder 
occur at the upper pole; and an occasional cyst arises 
from the midportion of the kidney. Characteristically 
the cyst tends to project from the surface of the kidney 
and “grow away’ from the renal substance rather than 
encroach upon the parenchyma. For this reason actual 
destruction of kidney tissue is usually minimal ( fig. 
1 A). Grossly, the wall of the cyst is thin; histologi- 
cally, it is seen to be composed of a single layer of 
low cuboidal or endothelial type of cell. The remain- 
der of the wall is composed of fibrous tissue. The 
wall is intimately adherent to the underlying kidney 
parenchyma, and no well-defined plane of cleavage 
exists. The contained fluid usually is serous, but in 
perhaps 15% of the cases the fluid is bloody, This 
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* It is necessary to classify cystic disorders of the 
kidney with care because the prognoses of the 
various entities are quite different, depending on 
the type of the cysts, whether single or multiple, 
unilateral or bilateral, simple or complicated, painful 
or asymptomatic. The nature of the liquid found in 
the cyst helps to decide whether the lesion is to be 
considered malignant. Gross specimens, schematic 
diagrams, and pyelograms are shown to illustrate 
simple cyst, unilateral cyst with papillary carcinoma 
visible on part of the wall, cyst secondary to tubercu- 
lous pyelonephritis, bilateral familial diffuse cystic 
disease with preservation of the reniform organ con- 
tours and of functioning nephrons, unilateral cystic 
disease with destruction of both form and function, 
and other types of cysts that surround all or part of 
the kidney. The experiences of the authors lead to 
the conviction that the standard treatment of bilater- 
al familial polycystic disease of the kidneys remains 
medical except when specific complications exist. 


latter finding is associated with malignancy within the 
cyst wall in a substantial percentage of such cases. 
Rarely, the contents are purulent. 

Diagnosis.—There is no consistent symptom complex 
associated with simple cyst of the kidney. Indeed, 
symptoms may be entirely absent and the presence of 
the cyst detected only by the finding of a mass on 


Classification of Cystic Disorders of the Kidney® 


Simple cyst C‘solitary eyst’’) 
Single or multiple 
Unilateral or bilateral 
Unilocular or multilocular 
Serous or hemorrhagie 
Calyceal cyst (‘hydrocalyx,” “hydrocalycosis,”’ “‘calyceal diverticulum,” 
“pyvelogenie eyst’’) 
Cyst associated with neoplastic disease 
Cystic degeneration of parenchymal carcinoma 
Malignant change occurring in wall of simple eyst 
Cystadenoma 
Cyst secondary to nonmalignant renal pathology 
Congenital polyeystie kidney disease 
Infantile type 
Adult type 
Congenital unilateral multicystie kidney 
Peripelvie cyst (“‘parapelvie,” “pyelogenic,” “‘medullary cyst’’) 
Perinephrie eyst (“hydrocele of the kidney,” “hygroma renale,” 
**perirenal hydronephrosis’’) 


* Synonyms and alternate or related terms are given in quotation marks. 


routine physical examination, or as an_ incidental 
finding on pyelography done for other reasons, On 
the other hand, digestive symptoms from pressure on 
adjacent viscera or a dull dragging sensation may be 
the presenting complaint. Urinalysis is usually normal, 
although occasionally hematuria is associated with 
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benign cyst, perhaps from congestion in the adjacent 
kidney structures. Hematuria is much more suggestive 
of a solid tumor, however, and in this important differ- 
ential diagnosis fever, weight loss, and cachexia indi- 
cate malignancy rather than cyst. 

Urographically, a sizable simple cyst appears on 
the plain roentgenogram as a round outline of soft 
tissue overlying or adjacent to the kidney shadow. 
Presacral oxygen insufflation and laminagrams may 
be helpful in delineating this outline (fig. 2 C and D). 
Depending upon its location, the cyst may or may 
not produce changes in the pelvis or calyceal pattern 
(fig. 1 B). While preservation of the terminal cupping 
of the calyces; crescentic outline, flattening, and elon- 
gation of the calyces; and increased density of the 
soft tissue shadows have been proposed as_ being 
more suggestive of cyst than tumor, the identical 
changes have been encountered with malignant tu- 
mors, so that one is well advised to content himself 
with the diagnosis of “a space-occupying lesion of the 
kidney” and to base his opinion as to whether the 
lesion is benign or malignant on factors other than 
the urogram. Most often this will require surgical 
exposure, 


Fig. 1.—A, typical simple cyst at lower pole of kidney. B, 
pyelogram of “space-occupying lesion”; diagnosis indeterminate 
prior to operation; large simple cyst found. C and D, Pre- 
operative and postoperative pyelogram of cyst excised by method 
described in text. 


A different point of view is expressed by Ainsworth 
and Vest,” who advocate diagnostic tap of the lesion 
through the flank, followed by injection of contrast 
medium and making of roentgenograms, differentiate 
cyst from malignancy. If their clinical impression 
of simple cyst of the kidney is confirmed by the 
finding of clear fluid and a round smooth-walled sac, 
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they feel that exploratory operation is neither neces- 
sary nor desirable. This ingenious method has found 
only limited acceptance by urologists in general. 
We have reserved this method for an occasional case 
in which the weight of evidence favored the diag- 
nosis of cyst and in which there were other reasons 


Fig. 2.—A and B, retrograde pyelogram and film after injection 
of cyst cavity with opaque dye through flank. C and D, retro- 
grade pyelogram before and after presacral oxygen insufflation, 
showing large simple cyst. 


for withholding operation, such as general debility 
and advanced age (fig. 2 A and B). Aortography has 
also been proposed as a method to distinguish cyst 
from tumor but has not been widely accepted for 
this purpose. 

From a review of the literature, it is apparent that 
the majority of urologists favor surgical exploration 
of the patient with a space-occupying lesion of the 
kidney, which may be either cyst or tumor. We agree 
with this practice, the reason for which is well ex- 
pressed by Prather,* who states, “Surgical inspection 
offers the most reliable method of differential diag- 
nosis, permits surgical correction of the lesion at the 
time, avoids overlooking instances of carcinoma in the 
wall of hemorrhagic cysts, and assures the patient of 
the best treatment consistent with the stage of the 
disease at hand.” 

Treatment._In regard to operative technique, the 
kidney is exposed through the usual loin incision. 
When one has determined that the lesion is a simple 
cyst, its removal with preservation of the kidney 
should be the objective. Extirpation of the cyst can 
be accomplished either by a wedge incision through 
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the adjacent kidney tissue with removal intact or by 
simple excision of the cyst wall flush with the kidney 
substance, followed by hemostatic suture about the 
cut margin. We employed the former method for the 
cases operated early in our series, feeling that removal 
of the cyst intact and the adjacent kidney tissue was 


Fig. 3.—A, pyelogram of large calyceal cyst characterized by 
intermittent pyuria. The patient was asymptomatic when pyuria 
was present but suffered from loin pain and fever when bladder 
urine was clear. B, pyelogram after surgical excision of the cyst- 
containing area. C, small calyceal cyst, containing stone, in an- 
other case. 


necessary to exclude malignancy within or underly- 
ing the cyst. Such a partial resection through the 
kidney parenchyma is particularly difficult if the cyst 
arises elsewhere than at the lower pole and is always 
attended by considerable bleeding, at times tempting 
one to do a nephrectomy. For these reasons and since 
the advantages are largely theoretical, we now simply 
incise and empty the cyst, inspect its interior and base, 
and excise the redundant collapsed wall if nothing 
suspicious is seen (fig. 1 C and D). This method is 
also applicable to the deeper lying cyst in the mid- 
portion of the kidney, where only a small segment 
protrudes from the rena! surface. 

Obviously the above procedures are used only 
where tumor is not detected either in the kidney itself 
or in the wall of the cyst. Should the cyst contents 
appear hemorrhagic when the lesion is first exposed, 
the wound should be walled off carefully 
and the cyst opened for direct inspection 
of its interior. If tumor is present, removal 
of the previously mobilized organ is then 
carried out. 

In general, however, removal of the kid- 
ney is reserved for the rare occasion when 
little worthwhile parenchyma remains or 
when there is a thick-walled cyst filled with 
organized clot that cannot be distinguished 
from tumor except by microscopic exam- 
ination. 
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ticulum of a minor calyx; (2) a pinching off of the 
infundibulum whereby the isolated dilate’ calyx itself 
presents as a cyst; and (3) a communication of a chronic 
abscess cavity with a calyx. The significant feature 
common to all three types is that the cystic structure 
communicates with the collecting system of the kid- 
ney, either continuously or intermittently, or it is 
apparent that such a communication has existed in 
the past. 

The clinical picture is essentially the same, irre- 
spective of the mode of origin, and consists of (1) loin 
pain, (2) continuous or intermittent pyuria, and (3) 
stone formation within the cyst (fig. 3 C). In the case 
of a calyceal cyst, confusion with malignancy is not 
likely to arise, so whether operative treatment is car- 
ried out or not depends upon the severity or recur- 
rence of the symptoms. Segmental excision of the 
cyst-bearing portion of the kidney is indicated where 
symptoms of infection and formation of calculi 
warrant (fig. 3 A and B). 


Cysts Associated with Malignancy 


The various possible relationships between cyst 
formation and neoplastic disease have been well con- 
sidered by Gibson,’ who lists them as (1) unrelated 
origin of cyst and tumor, (2) origin of cyst within a 
tumor, (3) origin of tumor within a cyst, and (4) 
origin of a cyst distal to a tumor. The practical impli- 
cation is that every case of apparent benign cyst 
should be regarded as potentially associated with 
tumor. This is particularly true if the cyst contents 
be hemorrhagic and lends weight to the dictum that 
surgical exploration of space-occupying lesions of the 
kidney should be carried out unless contraindicated 
by other factors peculiar to the individual patient. 
Several examples of cyst combined with tumor are 
found in our series (fig. 4). 

The question arises whether partial nephrectomy is 
adequate when tumor is found within a cyst. Except 
where the opposite kidney is absent or deemed in- 
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Fig. 4.—A, pyelogram, and B, surgical specimen of cystic degeneration of 


P parenchymal! carcinoma. C, sketch of papillary carcinoma arising within cyst 
Cyst formation involving or in relation to wall; contents were bloody; nephrectomy. 


a single calyx is being recognized with in- 

creasing frequency.’ Descriptive terms in the literature 
for this condition include “hydrocalyx,” “hydrocaly- 
cosis,” “calyceal diverticulum,” and “pyelogenic cyst.” 
From reviewing numerous case reports and from our 
own material, we suggest that the term “calyceal cyst” 
be used to include this entire group, which admittedly 
represents three types of origin: (1) a congenital diver- 


capable of supporting life, we feel that partial neph- 
rectomy for gross tumor within a cyst represents 
misguided conservatism, Certainly all cysts should be 
opened and inspected grossly in the operating room 
before a specimen is sent to the laboratory, and the 
aid of the pathologist should be enlisted at the time 
of operation in any questionable case. 
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Our series contains one case of an extensive cyst- 
adenoma removed under the mistaken diagnosis of 
nephroblastoma (Wilms tumor), Since these lesions 
present as neoplasms and can be identified definitely 
only on histological section, removal of the kidney is 
the procedure of choice. 


Cysts Secondary to Nonmalignant Renal Pathology 


In the heterogeneous group of cysts secondary to 
nonmalignant renal pathology we have included the 
rare Echinococcus cyst as well as the cystic lesions 
secondary to renal tuberculosis, calculus, obliterative 
pyelonephritis, and chronic glomerulonephritis. When 
such cysts occur, the diagnosis of the underlying dis- 
ease is usually apparent and the cyst formation is 
obviously secondary and not likely to be confused 
with what might be termed “primary cyst.” The treat- 
ment is that of the underlving disease, nephrectomy 
being often necessary (fig. 5). 

Echinococcus cyst of the kidney is very rare in the 
United States. However, in Australia, New Zealand, 
and some of the Mediterranean countries it is not 
uncommon. The life cycle of the parasite and _ its 
urologic manifestations are well described by Reay 
and Rolleston,® whose article should be consulted if 
one suspects this entity. 


Polycystic Kidney Disease 


The term “polycystic kidney disease” should be con- 
fined to the well-known entity characterized by diffuse 
involvement of both kidneys by innumerable cysts on 
a congenital, hereditary basis. As such, the term 
should not be used indiscriminately as a descriptive 
one simply to indicate the presence of more than one 
cyst. Specifically, this disease entity must be differ- 
entiated from multiple cyst, multilocular simple cyst, 
cystadenoma, and “unilateral multicystic kidney” (fig. 
6 A and B). Aside from scientific accuracy, an impor- 
tant practical reason for this is found in the grave 
prognostic import implied by the diagnosis of poly- 
cystic kidney disease as opposed to the relatively 
favorable prognosis with the other types. 


Fig. 5.—A, pyelogram; B, surgical specimen unopened; and C, opened, of 
tuberculous pyelonephritis with secondary cyst formation, 


Etiology.—Explanation of the pathogenesis of poly- 
cystic kidney disease probably lies in the dual embryo- 
logic origin of the permanent kidney, namely, the 
outgrowth of the ureteric bud from the Wolffian duct, 
which becomes capped by condensation of mesen- 
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chyma called the metanephric blastema. The pelvis, 
calyces, and collecting tubules come from the former 
anlage, whereas the glomerulus, proximal and distal 
convoluted tubules, and the loop of Henle are formed 
from the latter. The “failure of union” theory holds 
that a lack of the normal joining between the two 
separate tubular systems leads to the development 


Fig. 6.—Adult form (A) and infantile form (B) of true poly- 
cystic kidney. These should be distinguished from, C, multi- 
locular simple cyst (note normal upper portion of kidney ), and, 
D, unilateral multicystic kidney. 


of polycystic kidneys since glomerular fil- 
trate fails to be carried away and cyst 
formation results. While this theory has the 
virtue of simplicity, it has not been borne 
out by detailed serial histological sections 
and reconstructions, so that currently most 
authors lean toward acceptance of the 
theory of Kampmeier.’ This investigator 
has shown that, in the sprouting, branching, 
and rebranching through successive genera- 
tions of the ureteric bud, some of the early 
“orders” of buds become separated from the 
parent lumen, persist for a time as cvstic 
structures, and finally degenerate. He feels 
that faulty embryogenesis leads to persis- 
tence of these vestigial cystic structures, 
which continue to grow and form cysts within the 
permanent kidney. Many other theories and modifica- 
tions have been suggested, but, since the disorder is 
not susceptible to experimental reproduction, they all 
contain a considerable element of speculation. Suffice 
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it to say,-then, that the pathogenesis of polycystic 
kidney disease is not definitely known, beyond the fact 
that it is a congenital embryologic defect with a genetic 
basis. Familial studies in many cases attest to the 
hereditary nature of the disease. 

Unilateral Polycystic Kidney.—The disease is bilat- 
eral in the great majority of cases, but there are sev- 
eral reports in the literature of “unilateral polycystic 
kidney.” Unless based on autopsy evidence,” these 
reports may well be questioned. The reason for this 
is that the cystic changes may be far more advanced 
in one kidney than in the other so that pyelograph- 
ically the mate to an obviously polycystic kidney may 
appear normal at the time of examination yet subse- 
quently over the years develop the morphologic 
changes typical of the disorder. Furthermore, some of 
the reported cases of unilateral polycystic kidney actu- 
ally may represent either multiple simple cysts or 
“multicystic kidney,” the latter being congenital but 
not familial in origin. 

As will be described below, it is our feeling that 
multicystic kidney represents a separate disease entity 
to be differentiated from polycystic kidney disease 
in regard to both treatment and prognosis. 


Fig. 7.—A, pyelogram initially considered tumor; B and C, surgical speci- 
men of peripelvic cyst found at operation. We believe this represents a type 
of simple cyst, peripelvic in location. - 


Clinical Picture-—Symptoms and other findings in 
true polycystic disease are well known and will not 
be detailed here. They have been well depicted by 
Rall and Odel® in a statistical study of 207 cases seen 
at the Mayo Clinic from 1932 to 1937 plus an autopsy 
series of 46 cases from 1920 through 1947. The 
symptomatology and findings in our much smaller 
series of cases of polycystic disease paralle] that of 
Rall and Odel. Lumbar or abdominal pain, abdominal 
mass, hypertension, urinary symptoms, hematuria, 
pyuria, and azotemia all may occur singly or in com- 
bination. Yet in many cases no symptoms referable 
to the kidney will be found and the condition will 
be discovered only as part of the routine physical 
examination. 

Treatment.—In considering the treatment of poly- 
cystic kidney disease, it should be remembered that 
there is no curative treatment, so that our efforts are 
confined necessarily to prolonging the patient's life 
and comfort, and one must determine what type of 
treatment offers the greatest palliation in each in- 
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dividual case. In reviewing the literature, one en- 
counters considerable divergence of opinion as_ to 
what offers these patients the greatest palliation. 
Although Rovsing early recommended puncture of 
the cysts in an effort to preserve renal function by 
relieving pressure on the remaining functional paren- 
chyma, his method fell into disuse, and for many 
years medical measures stood unchallenged as the 
standard treatment of polycystic disease. During this 
interval surgical measures were reserved for the com- 
plications of uncontrollable hemorrhage, intractable 
pain, infection, or coincidental stones, tuberculosis, 
or tumor, 

In 1947 Dodson attempted to reevaluate this prob- 
lem and concluded that more consideration should 
be given to the possibility of surgical relief as an 
elective procedure. Buck, Bunts, and Dodson '° further 
reported in 1951 that surgical decapsulation, decorti- 
cation, and application of Zenker’s fluid to the cysts 
were worthwhile in cases just beginning to show renal 
functional impairment. Likewise Goldstein,’’ who has 
long advocated extensive surgical decompression meas- 
ures, in 1951 reported on 18 operative cases compared 
with 18 nonoperative cases and concluded that a 
substantial prolongation of life and comfort resulted 
in the operative group. Nevertheless, from 
our own experience with elective decortica- 
tion and from the published and verbal 
expressions of other urologists, we believe 
that the standard treatment of polycystic 
kidney disease remains medical, except 
where the aforementioned specific compli- 
cations exist. Certainly, further experience 
and long-term follow-up tests of renal 
function are desirable in the operative 
group.’ The medical measures we have 
found most helpful consist in regulating the 
patient's activities within the limits of his 
renal reserve, general supportive measures, 
systematic attack on the urinary tract infec- 
tion that is usually present, and attention to 
fluid and electrolyte balance. 

Prognosis.—One reason it is difficult to evaluate 
surgical procedures in polycystic disease is the fact 
that so many patients with polycystic disease live for 
a number of years in comparative health and comfort 
with no treatment. Numerous case reports in the litera- 
ture attest to this fact. It is noteworthy that, when 
the disorder is diagnosed in infancy, the prognosis 
is extremely poor, usually with early death. In other 
cases, patients have no symptoms until adult life, and 
even then the disease progresses slowly. In stil] others, 
while the disease does not become apparent until 
middle life, its progression is rapid. A trend noted in 
the more recent literature is that the life expectancy 
of the patient with polycystic kidney disease is con- 
siderably longer than was originally supposed. Un- 
doubtedly the use of antibiotics for the prevention of 
additional kidney damage from infection has contrib- 
uted to this result, The fact remains, however, that at 
best the prognesis is invariably poor for uninterrupted 
good health and longevity. 
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Another point that arises in advising the patient 
with polycystic kidney disease is whether he or she 
should have children, since the disease is known to 
be fainilial. Since the average age at death in the 
larger series is in the neighborhood of 50 years and 
since by this time one may have led a satisfactory 
productive life, it would seem unwarranted to advise 
against child-bearing on the basis of heredity alone. 
As to the actual hazard of pregnancy to the mother 
with polycystic disease, the facts would seem to be 
that there is an increased but not insurmountable 
hazard. Branham reports an interesting case in this 
regard.’* Finally, it should be noted that not all of 
the progeny of the parent with polycystic disease 
develop the disease. It would, then, seem preferable 
to discuss the matter with the prospective parents on 
an individual basis. 


Congenital Unilateral Multicystic Kidney Disease 


In 1936 Schwartz '* emphasized the desirability of 
differentiating congenital unilateral multicystic kidney 
from polycystic disease. This subject has been dis- 
cussed recently by one of us.'” The striking feature of 
this lesion consists of the replacement of the entire 
kidney by an irregularly lobulated mass composed 
of many cysts, varying in size from that of a pea to 
that of a hen’s egg, which are held together like a 
bunch of grapes by a loose connective tissue (fig. 
6 D). Loss of architecture of calyces, pyramids, and 
cortex results, and indeed no normal] parenchyma can 
be recognized except for an occasional nubbin of solid 
tissue. The ureter in a few instances has been found 
to be normal but is characteristically absent, rudi- 
mentary, or atretic. These unique characteristics in 
addition to a unilateral occurrence justify setting it 
apart from true polycystic kidneys. In both the in- 
fantile and adult forms of the latter (fig. 6 A and B), 
the reniform contour of the organ and the calyceal 
pattern, though distorted, are retained, and on micro- 
scopic section varying amounts of relatively normal 
appearing nephrons capable of function are inter- 
spersed among the innumerable cysts. The infantile 
polycystic kidney is sponge-like in appearance due to 
myriads of small cysts of uniform size, whereas the 
multicystic kidney resembles a cluster of grapes with 
great variation in the size of the cysts, which number 
only a dozen or so at most, and the entire mass con- 
tains no parenchyma worthy of the name. Multilocu- 
lar cystic kidney may be distinguished by the fact 
that (1) the disease process is limited to a portion of 
the kidney only, so that an obviously normal segment 
remains uninvolved (fig. 6 C), and (2) the larger 
cysts are subdivided in partitions so that we find cysts 
within cysts with consequent lobular formation. Simi- 
larly, an otherwise normal kidney containing multiple 
simple cysts may be easily recognized. 

The etiology of multicystic disease, like that of 
polycystic disease, is a subject for conjecture. Good- 
year and Beard '® suggest that the disorder results 
from congenital ureteral obstruction, the cysts repre- 
senting dilated and anomalous major and minor cal- 
yces. Persistence and growth of rudimentary embryonic 
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structures have been proposed by others. All that we 
can state definitely is that the process is one of a non- 
hereditary fetal maldevelopment. 

Symptoms and Diagnosis.—The typical finding on 
physical examination is a unilateral lobulated, ab- 
dominal mass in an otherwise healthy infant. Excretory 
urography shows nonfunction on the involved side, 
and retrograde pyelography, where carried out, may 
show absence or atresia of the ureter. Differential 
diagnosis includes nephroblastoma, hydronephrosis, 
true polycystic disease, mesenteric cyst, and nonrenal 
retroperitoneal masses, Treatment consists in neph- 
rectomy after demonstration of a normal kidney on 
the opposite side. 

Prognosis.—The outlook in unilateral multicystic 
kidney is good, and this should be emphasized in con- 
trast to the outlook in polycystic kidney disease, which 
is always sinister even where one kidney is apparently 
normal at the time of the initial examination. 


Peripelvic Cysts 


When a cyst lies largely within the kidney and 
bears a close relationship to the renal pelvis, it prop- 
erly may be called a peripelvic cyst. The following 
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Fig. 8.—A, drawing of “parapelvic” cyst at hilum of kidney. 

B, schematic drawing of a perinephric cyst. The liquid accumu- 

lates beneath the true capsule, and the analogy between the 

kidney and the testis in hydrocele of the tunica vaginalis has 
given rise to the term “hydrocele of the kidney.” 


three general types have been recognized "*: 1. Simple 
cyst, unilateral or multilocular, not unlike the usual 
variety except for the anatomic location (fig. 7). 
These are sometimes called “medullary cysts.” 2. 
“Pyelogenic cysts,” which apparently develop as out- 
growths from and communicate with the pelvis. 3. 
“Parapelvic cyst,” a type that occurs chiefly about the 
hilum of the kidney and may be the result of blocked 
lymphatics or may represent mesonephric vestiges 
(fig. 8 A). 

Symptoms.—Whatever their origin, peripelvic cysts 
are of concern to the urologist chiefly in the differ- 
ential diagnosis of malignant tumor. They are com- 
paratively small but because of their location cause 
considerable pyelographic deformity. The pyelogenic 
type is more readily diagnosed, and, as in the case of 
calyceal cysts, manifest themselves by pyuria, pain, 
and stone formation, Several cases have been reported 
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in which peripelvic and parapelvic cysts have been 
associated with hypertension presumably through the 
Goldblatt mechanism. 

Treatment.—Since peripelvic cysts are difficult to 
distinguish from malignant tumors even at operation 
and are difficult to extirpate without damage to the 
renal blood supply, nephrectomy has usually been 
necessary. 

Perinephric Cysts 


We come now to a small group of cases in which 
there is @ collection of fluid about the kidney forming 
a cyst-like structure entirely enveloping the organ (fig. 
§ B). The term “perinephric cyst” is descriptive of 
this condition. Other designations in the literature 
are “perirenal hydronephrosis,” “hydrocele of the 
kidney,” and “hygroma renale.” According to their 
mode of origin, Spriggs '* divides these into three 
groups: (1) perinephric extravasation of urine, (2) 
perinephric hematoma, and (3) perinephric cyst of 
doubtful origin. In the first group urine finds it way 
outside of the customary collecting channels and ac- 
cumulates within either the true capsule or the peri- 
nephric fascia. In either case an encysted collection of 
fluid about the kidney results. Etiologically this type 
of extravasation may result from urinary obstruction, 
trauma, or cardiovascular disease in which there is 
an elevated venous pressure. In Spriggs’ groups 2 and 
3 one finds perirenal bleeding either spontaneously 
or from such causes as trauma, erosion of blood ves- 
sels, or rupture of aneurysm. It is not unlikely that a 
disturbance of the renal lymphatics, poorly under- 
stood at best, may be the underlying mechanism in 
some cases, When confronted with this type of lesion, 
efforts to preserve the kidney should be made by 
simply excising and draining the cvstic structure. 

Summary 

A classification of cystic disorders of the kidney 
embracing clinical behavior as well as_ etiological 
factors permits the physician not only to institute ra- 
tional treatment but also to offer a more intelligent 
prognosis. 

4105 Live Oak St. (4) (Dr. Spence). 
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Figure 6 B is reproduced with permission from Anderson, 
W. A. D.: Pathology, ed. 2, St. Louis, C. V. Mosby Company, 
1953, and figure 6 C with permission from Frazier, T. H.: Multi- 
locular Cysts of Kidney, J. Urol. @42351-363 (March) 1951. 


References 


1. Hepler, A. B.: Solitary Cysts of Kidney: Report of Seven 
Cases and Observations on Pathogenesis of These Cysts, Surg. 
Gynec. & Obst. 403:668-687 ( April ) 1930. 

2. Ainsworth, W. L., and Vest, S. A.: Differential Diagnosis 
Between Renal Tumors and Cysts, J. Urol. 66:740-749 (Dec. ) 
1951. 

3. Prather, G. C.: Differential Diagnosis Between Renal 
Tumor and Renal Cyst, J. Urol. @4193-199 (Aug.) 1950. 

4. Yow, R. M., and Bunts, R. C.: Calyceal Diverticulum, J. 
Urol. 7:663-670 ( April) 1955. 

5. Gibson, T. E.: Interrelationship of Renal Cyst and Tumors, 
J. Urol. 7241-252 (March) 1954. 

6. Reay, E. R., and Rolleston, G. L.: Diagnosis of Hydatid 
Cyst of Kidney, J. Urol. @4326-57 (July) 1950. 

7. Kampmeier, O. F.: Hitherto Unrecognized Mode of Origin 
of Congenital Renal Cyst, Surg. Gynec. & Obst. 363208-216 
(Feb.) 1923. 

8. Bell, E. T.: 
Febiger, 1950. 

9. Rall, J. E., and Odel, H. M.: Congenital Polycystic Disease 
of Kidney: Review of Literature and Data on 207 Cases, Am. 
J. M. Sc. 218s399-407 ( Oct.) 1949. 

10. Buck, F. N.; Bunts, R. C.; and Dobson, A. L.: Preservation 
of Renal Function in Polycystic Disease, J. Urol. 66246-67 (July) 
1951. 

11. Goldstein, A. E.: Polycystic Renal Disease with Particular 
Reference to Author's Surgical Procedure, J, Urol. 663:163-172 
(Aug.) 1951. 

12. Patton, J. F., and Bricker, N. S.: Renal Function Studies 
in Polycystic Disease of Kidney: Preliminary Report, J. Urol. 
723:285-292 (Sept.) 1954. 

13. Branham, D. W.: Solitary Polycystic Kidney and Success- 
ful Pregnancy, J. Urol. 47:519-520 (March) 1947. 

14. Schwartz, J.: Unusual Unilateral Multicystic Kidney in 
Infant, J. Urol. 84:259-263 ( March) 1936. 

15. Spence, H. M.: Congenital Unilateral Multicystic Kidney: 
Entity to Be Distinguished from Polycystic Kidney Disease and 
Other Cystic Disorders, J. Urol. 743:693-706 ( Dec.) 1955. 

16. Goodyear, W. E., and Beard, D. E.: Unilateral Multi- 
cystic Kidney in Infancy, Am. J. Dis. Child. 76@3203-207 ( Aug.) 
1948. 

17. Scholl, A. J.: Peripelvic Lymphatic Cysts of Kidney: 
Report of Two Cases, J. A. M. A. 138634-7 (Jan. 3) 1948. 

18. Spriggs, A. I.: Perinephric Cysts, J. Urol. @7:414-432 
(April) 1952. 


Renal Disease, ed. 2, Philadelphia, Lea & 


Histamine in the Organism.—As to the distribution of histamine in the organism, most of our 
information comes from animals; but combining this with the rather scanty data on human 
tissues it seems safe to guess that the human body contains several hundred milligrams of it, an 
amount which would certainly produce a very severe reaction or even death if it were all let 
loose at once. Practically every tissue that has been examined contains measurable amounts; the 
concentration varies however not only from tissue to tissue, but also from one individual to an- 
other. Mucous and serous membranes are often particularly rich in histamine, and substantial 
amounts are also found in association with striated and smooth muscle, and in skin and subcu- 
taneous tissue. There is no striking sex difference, but in some organs the concentration appears 
to increase with age. The recent works of Riley and West in Scotland and of Graham and her 
co-workers in St. Louis have shown beyond any doubt that a great deal of this stored tissue 
histamine is located in a particular kind of cellular element, the mast cells. . . . The mast cells, 
however, are not the whole of the histamine story. The platelets of rabbit blood and the neutro- 
phil leucocytes of human blood contain stored histamine, and it seems highly probable that 
there is also a good deal in smooth muscle cells and gland cells, that is to say, in cells which 
are often themselves very sensitive to free histamine.—F. C. MacIntosh, Ph.D., Histamine-Re- 
leasing Drugs, Annals of Otology, Rhinology and Laryngology, June, 1956. 
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TREATMENT OF CEREBRAL METASTASES FROM BREAST CARCINOMA 
WITH PREDNISOLONE 


Sydney Kofman, M.D., John S. Garvin, M.D., Devanaboyina Nagamani, M.D. 


and 
Samuel G. Taylor III, M.D., Chicago 


Since the pioneer work of Huggins, adrenalectomy 
has become an accepted form of therapy in dissemi- 
nated breast carcinoma.’ Because of its unpredictable 
value to the individual patient and because of the 
transient nature of the regressions produced, attempts 
have been made to obtain comparable, if not better, 
regressions by medical means. The disappointing re- 
sults obtained with varying doses of cortisone have 
been reported previously.’ In 1955 and 1956 we used 
relatively large doses of prednisolone to treat more 
than 50 patients with this disease in order to deter- 
mine if the adrenal suppression thus produced would 
result in tumor regression. The results of treatment 
obtained in 45 of the patients will be reported in de- 
tail elsewhere. One of the first patients so treated had 
extensive cerebral metastases with marked mental 
confusion, aphasia, and right hemiparesis. Because 
of the rapid and dramatic improvement in neurolog- 
ical symptoms noted in the patient, a larger series of 
patients with cerebral metastases from breast carci- 
noma, as well as several patients with other types of 
cerebral tumors, were treated with the drug. On a few 
occasions prednisone was substituted. Since no signifi- 
cant differences have been noted by others or by us 
between the effects of the two compounds, they are 
discussed here as one compound. 


Method 


Fifteen women with neurological manifestations of 
cerebral metastases from a primary breast carcinoma 
and six women and one man with other types of brain 
tumors were included in the study. Patients in the 
latter group had the following types of tumors: three, 
bronchogenic carcinoma; one, uterine carcinoma; one, 
malignant melanoma; one, acoustic neurinoma; and 
one, craniopharyngioma. 

The patients were followed by the same group of 
physicians throughout the study, except for one with 
bronchogenic carcinoma, who was followed by Dr. 
O. Kofman, Toronto, Canada. In addition to the 
routine taking of a history and physical examination, 
each patient had careful neurological examinations at 
frequent intervals. The course of the neoplastic dis- 
ease was observed during therapy and compared with 
the effect on the symptoms of cerebral metastases. 
Measurements of visible lesions were charted on all 
visits. Patients with disseminated breast carcinoma 
had chest roentgenograms and bone surveys at three- 
month intervals, or more often if indicated, as well as 
frequent determinations of serum calcium, inorganic 
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¢ The effects of prednisolone were studied in 22 
patients with neurological symptoms resulting from 
cerebral tumors. The primary lesion was mammary 
carcinoma in 15 cases and bronchogenic carcinoma 
in 2; in one patient each it was uterine carcinoma, 
malignant melanoma, and pancreatic carcinoma. 
Two patients had inoperable primary tumor of the 
brain: one acoustic neurinoma and one craniopharyn- 
gioma. The basic dose was 50 mg. of prednisolone 
twice daily by mouth, generally continued for three 
or four months. Remarkable temporary irnprovement 
in neurological symptoms was seen in 14 patients. 
This effect usually was not explained by any actual 
regression of the tumors or by any simple relation to 
the nature of the primary lesion. It seemed most likely 
that the relief afforded by prednisolone depends on 
its anti-inflammatory effect and that lesions sur- 
rounded by edema improve somewhat while those 
surrounded by hemorrhage are unaffecied. The 
favorable effects lasted several weeks to several 
months, but in one patient still continue after 15 
months of therapy. 


phosphorus, and alkaline phosphatase. Serial elec- 
troencephalograms were followed on some. A few 
patients were studied for changes in adrenal cortical 
function as determined by urinary 17-hydroxysteroids 
and 17-ketosteroids. 

Each patient received 100 mg. of prednisolone by 
mouth daily, 50 mg. on awakening and 50 mg. at 
bedtime. If the dosage failed to control the neu- 
rological symptoms, daily doses up to 400 mg. were 
used. When the medicament could not be ingested 
orally, hydrocortisone in doses of 100 to 800 mg. per 
day or prednisolone, 200 mg. per day, was given in- 
travenously. The effective dosage was continued for 
three months or more in patients with disseminated 
breast carcinoma unless side-effects or rapid progres- 
sion of the disease necessitated an earlier change. If, 
after several weeks, therapy proved ineftective in 
patients with tumors not of the breast, the dosage was 
gradually reduced and the drug withdrawn. Anti- 
convulsive therapy was given if prednisolone alone 
did not control convulsive seizures. Sodium was not 
restricted, and supplementary potassium was not given 
unless specifically indicated. Because of the high in- 
cidence of gastrointestinal ulcers noted with large 
doses of prednisolone, a modified ulcer diet and 
antacids were given to most of the patients. 


Observations 


A comprehensive summary of all the patients with 
disseminated breast carcinoma is presented in the 
table. Nine out of 15 patients had a definite improve- 
ment in their neurological symptoms. One patient de- 


> 
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veloped clinical evidence of cerebral] metastases while 
receiving prednisolone for disseminated disease. Three 
of the patients who failed to improve had cerebellar 
involvement, Another patient had fulminant progres- 
sion of the disease, 

The improvement in the neurological picture was 
often rapid and dramatic, Changes sometimes ap- 
peared within a matter of hours, but at other times 
the improvement occurred gradually over a period of 
days. The improvement noted in these patients in- 
cluded amelioration of such symptoms as headache, 
vomiting, mental confusion, generalized convulsions, 
Jacksonian seizures, papilledema, aphasia, dysarthria, 
muscular weakness, and abnormal sensations. In gen- 
eral, improvement occurred while the generalized 
growth of the tumor continued, Discontinuance of 
therapy usually resulted in reversal of the neurological 
picture. The minimal dosage required to control the 
symptoms in each of the patients could only be de- 
termined by trial and error and varied widely with 
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and a sharp decline in visual acuity resulted, This improved 
when the dosage of prednisolone was increased. As the disease 
progressed, larger doses were required and finally her vision 
became unresponsive to therapy. Throughout the course of 
therapy, the growth of other measurable metastases continued. 
The patient died in December, 1955, and an autopsy revealed 
generalized metastases, including tumor pressing on the right 
optic nerve 

Cast 9.—A 55-year-old right-handed woman had a left radi- 
cal mastectomy for adenocarcinoma of the breast in February, 
1954. The menopause had occurred in 1950, In June, 1955, she 
was admitted to the Presbyterian Hospital of Chicago with 
marked mental confusion, aphasia, and a right-sided hemiparesis 
involving the face, arm, and leg. There was minimal papille- 
dema of the left optic disk and hyperemia of both optic disks. 
An electroencephalogram on June 14, 1955, revealed an irregu- 
lar waking frequency, with high-voltage waves, 1-to-2-per- 
second, in the left: frontal-temporal area with spread to both 
hemispheres. There was, in addition, an independent slow- 
wave focus in the right temporal area spreading to the entire 
right hemisphere. 

On June 16 she was given 100 mg. of prednisolone. By the 
next day she appeared much more alert, could speak, and was 
able to move her right arm almost normally. Shortly after this 


Data on Fifteen Women with Neurological Manifestations of Cerebral Metastases from Primary Breast Carcinoma 


Major Improvement in 


Neurological 
Pieturet 

Marked (2 mo.) 

Marked (7 mo.) 


Eleetroen 
cephalogram 


Neurological 
Findings 
Abnormal 
Abnormal 
Abnormal 


Convulsions, confusion 

Left-sided hemiparesis 

Convulsions, confusion 

Decreased vision Marked (4 mo.) 

Cerebellar symptoms None 

Headache, vomiting, 
convulsions 

Headache, vomiting, 
convulsions 

Confusion 

Confusion, aphasia, right-sided 
hemiparesis 

Cerebellar symptoms 

Cerebellar symptoms 

Convulsions 


Abnormal None 
Abnormal None 


Moderate 
Marked (5 mo.) 


Abnormal 
Abnormal 


Abnormal None 
Normal None 
Abnormal Marked (8 mo.) 


Headache, vomiting, 
convulsions 
Convulsions Abnormal 
Paralysis of sixth nerve on oe None 
ight 


Marked (1 mo.) 


Marked (15 mo.) 


Moderate (3-4 mo.) 


lmprove- 


Generalized 
cephalogram disease Comments 
No measurable lesions 
Multiple side-effeets 
See case report 


None Progression 

None Regression 
Progression See case report 

Progression 

Rapid progression 


Prowression 


Progression 
Slicht Progression See cause report 
Progression 
Progression 
Cerebrovascular accident not 
ruled out 
Previously had an = adrenal- 
ectomy 


No measurable lesions 


Progression 


Progression 


Progression 


* Cerebral metastases confirmed at autopsy 


t Duration of improvement indieated in parentheses: patients 1, 3, and 12 continue to show improvement. 


each patient. As the disease progressed, larger doses 
of prednisolone were required to control the neuro- 
logical symptoms. The longest duration of improve- 
ment is in the patient who has continued to improve 
after 15 months of therapy and who has had general- 
ized regression of the metastatic disease for 9 months. 
Improvement was seen both in patients who had 
undergone an adrenalectomy and in those who had 
not. Dramatic improvement usually was not accom- 
panied by corresponding changes in the electro- 
encephalograms. 
Report of Cases 

Case 4.—A 35-year-old premenopausal woman had had _ per- 
manent loss of vision in her left eye from metastatic breast 
carcinoma. In February, 1955, her ovaries were removed, and 
a six months’ regression in the pulmonary and osseous metas- 
tases occurred along with relief from excruciating headaches. 
On Sept. 1, 1955, the vision in the right eye was 20/20. By 
Sept. 30, 1955, it had decreased to 3/300, Administration of 
100 mg. of prednisolone daily was started. The next day she 
noted a definite improvement in her vision. By the end of one 
week her visual acuity had improved to 20/30 (see figure ). 
Shortly after this the dosage was decreased to 75 mg. per day, 


she became ambulatory. On June 24 the only neurological 
deficit was a slight weakness in the right leg, with increased 
deep tendon reflexes. The papilledema had also subsided. An 
electroencephalogram taken that day showed essentially the 
same pattern as the one taken before therapy, but the amount 
of slowing was less. 

Because of the development of diabetes mellitus, the dosage 
of prednisolone was gradually decreased to 30 mg. per day. In 
the middle of August a mild exacerbation of her cerebral 
symptoms occurred. She was instructed to increase the dosage 
of prednisolone to 50 mg. per day, but she failed to do this and 
became progressively worse. Because of mental confusion the 
patient omitted her medication on Aug. 30. Two days later 
she was hospitalized, with an acute exacerbation of the cerebral] 
symptoms. The neurological examination was essentially the 
same as before therapy, but the mental confusion was more 
marked, Rapid and dramatic improvement occurred several 
hours after reinstitution of therapy. 

On Oct. 15 she became confused and lethargic and began 
to have mild convulsions. At that time hematuria due to a 
metastasis in the left ureter was noted. Administration of 
200 mg. of prednisolone daily failed to bring about improve- 
ment, On Nov. 16, 1955, the patient died. A postmortem exami- 
nation revealed disseminated tumor and widespread ral 
metastases, including tumor in the left parietal area, 
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Case 3.—A 45-year-old premenopausal woman was well until 
February, 1955, when she had a grand mal convulsion. From 
February to August she had several grand mal convulsions. In 
August she became progressively more confused and was ad- 
mitted to the University of Illinois Hospitals, where she was 
found to have a primary breast carcinoma with axillary metas- 
tases. The patient was confused and unable te remember the 
ages of her children, to recognize individual letters of the alpha- 
bet, or to count above 15. The remainder of the neurological 
examination was essentially normal. An arteriogram was com- 
patible with multiple cerebral metastases. On Sept. 7, 1955, 
administration of 100 mg. of prednisolone daily was started. 
Improvement occurred slowly over the next two weeks. Because 
of aggravation of preexisting diabetes the dosage was lowered 
to the minimal dosage required to control the cerebral symp- 
toms (20 to 30 mg. per day). In June, 1956, both, ovaries 
were removed because of generalized progression of the disease 
and an exacerbation of the cerebral symptoms. By December, 
1956, 30 mg. of prednisolone per day was still required for 
control of the neurological symptoms. 

Several interesting features were noted throughout the pa- 
tient’s course. She had a generalized tumor regression associated 
with the occurrence of amenorrhea and hot flashes shortly after 
the onset of therapy. Progression of the disease at a later date 
was accompanied by return of menstruation and by exacerba- 
tion of the neurological symptoms. The changes in the cerebral 
symptoms were not accompanied by corresponding changes in 
the elect: phalograms 


One of the three patients with bronchogenic car- 
cinoma showed marked amelioration of her cerebral 
symptoms, Severe headaches, vomiting, and mental 
confusion were controlled for several months. The 
other two showed improvement in their neurological 
status, but the changes were not sufficient to rehabili- 
tate them. During therapy the patient with the cra- 
niopharyngioma became less confused, and her mood 
changed from one of vociferous euphoria to thought- 
ful solemnity. The swelling at the site of the right 
subtemporal decompression was less pronounced and 
softer. As the dosage was reduced, the swelling be- 
came larger and more tense. 

The patient with the uterine carcinoma had a dra- 
matic retraction of her bulging left eye. The other 
cerebral symptoms, however, were unchanged. The 
patients with the malignant melanoma and the acoustic 
neurinoma showed no improvement with prednisolone 
therapy. In the former, large areas of cerebral] hemor- 
rhage surrounding small aggregations of tumor cells 
appeared to be mainly responsible for the clinical 
findings. In the latter, cerebral edema was minimal; 
it should also be noted that this patient had marked 
cerebellar symptoms. 


Side-effects 


Side-effects were common but usually did not re- 
quire that the therapy be discontinued. The side- 
effects included weight gain, moon face, abnormal 
fat deposition, mental excitement, hirsutism, acne, 
amenorrhea, infection, diabetes mellitus, duodenal 
ulcer (one case), quadriceps weakness, and peripheral 
edema. Quadriceps weakness was not uncommon and 
was manifested by difficulty in arising from a sitting 
position and in climbing stairs. Peripheral edema was 
uncommon. Changes in serum electrolytes were very 
infrequent. Hypertension or exacerbation of hyper- 
tension did not occur. 

All patients who had received prednisolone for sev- 
eral weeks or more showed on discontinuance of ther- 
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apy a marked suppression of urinary 17-hydroxysteroid 
and 17-ketosteroid levels. In addition, the adrenal 
response to corticotropin stimulation, as determined 
by these studies, was less pronounced. 


Comment 


Prednisolone is a synthetic analogue of hydrocorti- 
sone and milligram for milligram is four to five times 
as potent as cortisone in inhibiting secretion of cortico- 
tropin. It also has much less tendency to produce 
electrolyte disturbances.’ Because of these facts large 
doses of prednisolone were used to treat a series of 
patients with breast carcinoma. Despite the fact that 
prednisolone therapy produced generalized tumor re- 
gression in only 8 out of 45 patients with the disease, 
9 out of 15 patients had rapid and dramatic improve- 
ment in neurological signs and symptoms. This dis- 
crepancy is not too surprising when one considers 
the fact that symptoms of cerebral tumors may be 
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Effects of prednisolone on visual acuity (right eye) in 35- 
year-old woman (case 4) who had had permanent loss of 
vision in left eye from metastatic breast carcinoma. 


due to direct tumor infiltration, inflammatory reaction, 
cerebral edema, or secondary cerebral hemorrhage. 
The reason for the improvement in many of the pa- 
tients is not definitely known but may be accounted 
for by one or more of the preceding factors. 

Cerebrai tumor regression probably occurred in at 
least one of the patients. However, it is unlikely that 
tumor regression would account for the rapidity of 
improvement or explain the direct relationship of im- 
provement to dosage. Furthermore, it seems unlikely 
that regression would occur so frequently with cere- 
bral metastases and so infrequently with metastases 
elsewhere. Dramatic improvement in a patient who 
had had bilateral adrenalectomy, the rapid reversi- 
bility of the neurological findings, and the changes 
noted in patients who had tumors that were not hor- 
mone dependent also suggest that other factors may be 
important. 

The anti-inflammatory effects of certain adrenal hor- 
mones, particularly cortisone and hydrocortisone, have 
been well documented.* Administration of adrenal 
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cortical hormones may reduce cerebral edema. One or 
both of these factors could explain many of the clinical 
observations. Russek ° has attributed the improvement 
in patients with cerebrovascular accidents after ad- 
ministration of cortisone to a reduction in cerebral 
edema. The increased effectiveness of prednisolone 
over cortisone may be due to its greater antiphlogistic 
properties and to its decreased tendency to cause 
sodium retention. We have recently seen a patient 
who developed marked cerebral, facial, and neck 
edema after a total thyroidectomy, bilateral neck re- 
section, and jugular vein ligation for extensive thyroid 
carcinoma. These complications persisted until therapy 
with 100 mg. of prednisolone daily was started, and 
within 48 hours there was a remarkable decrease in 
facial and neck edema and the cerebral bulging of 
the subtemporal decompression became smaller and 
softer. Withdrawal of prednisolone resulted in recur- 
rence of a moderate amount of facial edema. This 
observation seems similar to that made in the patient 
who had a craniopharyngioma. 

Russek” noted the failure of cortisone to produce 
improvement in the clinical course of patients with 


cerebral hemorrhages. Failure to obtain amelioration’ 


of symptoms in some patients with cerebral tumors 
may be due to secondary cérebral hemorrhage sur- 
rounding the tumor cells. This was seen it. the patient 
with the malignant melanoma. 


Summary 


Large doses of prednisolone were used in the treat- 
ment of 15 patients with symptoms of cerebrai me- 
tastases from breast carcinoma and in 7 patients with 
other types of cerebral] tumors. Improvement of the 
neurological picture was seen in nine patients with 
disseminated breast carcinoma. The improvement was 
often remarkable and in one patient still continues 
after 15 mouths of therapy. Improvement in cerebral 
symptoms was seen in five of seven patients with other 
cerebral tumors. In only one of the patients was the 
improvement worthwhile to the patient. Clinical 
changes correlated poorly with changes in the elec- 
troencephalograms. 


Addendum 


Since submission of this paper for publication, we 
have treated several other patients with this form of 
therapy. One patient with an inoperable glioblastoma 
multiforme had only minimal improvement. in_ his 
mental status during therapy. One patient with a 
breast carcinoma has continued for several months to 


have improvement in her hemiparesis. Two patients 
with primary squamous cell carcinoma of the tongue 
and bilateral resections of the neck developed lymphe- 
dema from tumor metastases and radiation fibrosis. 
Both these patients had a dramatic decrease in their 
lymphedema. One of them had marked edema of the 
face, tongue, and hypopharynx. When the dose was 
lowered from 100 to 20 mg. per day, there was an 
increase in the lymphedema, but it was still less than 
prior to therapy. The patient with the suspected 
branchogenic carcinoma followed by Dr. O. Kofman, 
of Toronto, Canada, was found at autopsy to have 
widespread metastases, and, although the primary 
source was not definite, it was believed to have 
originated in the pancreas. 


1753 W. Congress St. (12) (Dr. Taylor). 
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Rural and Urban Death Rates.—The large cities appear to have evolved an environment into 
which children are born and grow up at no disadvantage, and even at some advantage, to their 
rural cousins. The mortality experience of the adult population, however, is far less favorable in 
the cities than in the rural areas, and more so in the metropolitan central cities than in the non- 
metropolitan cities. The metropolitan rural, enjoying many of the advantages of both city and 
rural life, and a relatively high standard of living, has the lowest total death rate among the 
several sectors of the population, By middle age, however, these advantages are offset by nega- 
tive factors related in some way to the urban aspects of suburban living.—Elizabeth Parkhurst, 
Differential Mortality in New York State, Exclusive of New York City, by Sex, Age, and Cause of 
Death, According to Degree of Urbanization, American Journal of Public Health, August, 1956. 
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CLINICAL NOTES 


USE OF PHENTOLAMINE TO PREVENT NECROSIS DUE 
TO LEVARTERENOL 


Gary Zucker, M.D., New York 


The widespread use of levarterenol (Levophed) 
bitartrate in the treatment of shock has created the 
serious complication of ischemic necrosis, which oc- 
curs in areas of extravasation and along the course of 
the infused veins.’ Such ischemia is more likely to 
occur on the lower extremity * and with larger doses 
and prolonged administration of levarterenol.* Skin 
grafting ' and even amputation *" have been necessary 
with larger areas of ulceration. The originally recom- 
mended treatment by the local application of heat and 
the local infiltration of procaine hydrochloride solution 
into the ischemic area have not often prevented the 
development of ischemic necrosis. Because of the anti- 
adrenergic action of phentolamine (Regitine) meth- 
anesulfonate,* it was first tried empirically in 1954 in 
case 1, reported below. 


Report of Cases 


Case 1.—A 76-year-old woman was admitted to Beth Israel 
Hospital on Nov. 24, 1954, in shock and stupor due to a severe 
infection of the urinary tract. Her blood pressure was 78/35 
mm. Hg. At 2:45 p. m. an intravenous drip of 8 mg. of levarte- 
renol in 1,000 cc. of a 5% solution of dextrose in water was set 
up in a vein on the dorsum of the right hand, At 4:45 p. m. 
approximately 200 cc. of the solution (1.6 mg. of levarterenol ) 
had infiltrated into her hand and forearm. Her right hand and 
eerearm were swollen, pale, and cold. The levarterenol drip was 
discontinued, and two things were done to prevent irreversible 
ischemia. Six puncture holes were made in the infiltrated area 
with a 20-gauge needle, and about one-half of the fluid was 
miiked out. Then 5 mg. of phentolamine dissolved in 20 cc. of 
water was infiltrated throughout the involved area. The pallor 
and coldness disappeared in five minutes. The patient's blood 
pressure did not drop and was subsequently maintained by 
intravenously given fluids alone. The next day her hand and 
forearm were pink and warm and no necrosis appeared. The 
patient recovered. 


Case 2.—A 64-year-old man had a prostatectomy complicated 
by sepsis and shock. Blood pressure was successfully main- 
tained by a slow drip of 12 mg. of levarterenol in 5% solution of 
dextrose in water. Extravasation in the left forearm resulted in 
a pale cold area measuring 8 by 10 cm. Phentolamine (5 mg. 
in 20 cc. of water) was injected locally. The ischemia disap- 
peared in seven minutes. Blood pressure was maintained by the 
levarterenol drip set up in a right antecubital vein. The patient 
died two days later of sepsis and apparently recurrent pulmo- 
nary emboli. 


Case 3.—A 63-year-old man was admitted to Beth Israel 
Hospital. In the course of a suprapubic prostatectomy under 
spinal anesthesia, the patient went into shock. Blood pressure 
was unobtainable. Treatment with levarterenol (12 mg. per 
liter of 5% solution of dextrose in distilled water) was started. 
The blood pressure was maintained at 150/90 mm. Hg for 
10 hours, after which the levarterenol infusion was stopped. 
During this period two extravasations occurred, one around the 
patient’s elbow while he was in the operating room and the 


From the Medical Service and Department of Laboratories, 
Beth Israel Hospital. 


second on the dorsum of the hand, wrist, and lower forearm 
just before the removal of the levarterenol drip. Two hours 
later these areas were noted to be mottled, cold, and bluish 
white. The fingers were cyanotic. Some of the fluid was ex- 
pressed through puncture holes. Phentolamine, 5 mg. in 20 cc. 
of water, was injected into the dorsum of the hand, wrist, and 
forearm and a similar amount into the volar aspect of the upper 
forearm. Within seven minutes these areas became pink and 
warm. The blood pressure level did not drop. The extensor 
surface of the elbow was not treated with phentolamine through 
an oversight. The next day this region was painful, indurated, 
and reddened. A superficial slough measuring 10 by 20 cm. 
developed within eight days and healed slowly over the next 
several weeks. The treated areas remained normal. 


Results of Experiments 


Experiments were designed to determine whether 
ischemic necrosis with levarterenol could be artificially 
produced and, if so, whether it could be prevented by 
the local infiltration of phentolamine. Experiments 
were conducted on five rabbits. All injections were 
made intradermally on the shaved abdomen. Prelim- 
inary testing showed that the intradermal injection of 
a solution of 1 mg. of levarterenol per cubic centimeter 
regularly resulted in a localized area of ischemic 
necrosis. The sequence of events was as follows: A 
wheal measuring 20 to 30 mm. in diameter appeared 
immediately. Its center remained blanched. A sharply 
demarcated area of ischemia with necrosis, measuring 
5 to 7 mm. in diameter, appeared 24 hours later (fig. 
1). The necrosis remained, often covered with a crust 
for days. Healing occurred with scar formation at the 
end of five to six weeks. Intracutaneous injection of a 
solution of | mg. of phentolamine per cubic centimeter 
alone produced a pink wheal 20 to 30 mm. in diameter 
but no ulceration or other adverse effects. 

The effect of the injection of a mixture of 1 mg. of 
levarterenol per cubic centimeter and 1 mg. of phen- 
tolamine per 0.2 cc. in the same syringe was then 
tested. A wheal 20 to 30 mm. in diameter was pro- 
duced immediately; however, no blanching occurred, 
and there was no ischemia at the end of 24 hours. No 
ulceration developed in any of the test areas in three 
rabbits (fig. 2). 

Experiments were then conducted in which a solu- 
tion of 1 mg. of levarterenol per cubic centimeter was 
first injected into the rabbits to produce an ischemic 
wheal. Then two hours later and six hours later these 
areas were infiltrated with a solution of 1 mg. of phen- 
tolamine per cubic centimeter. The blanching dis- 
appeared and ulceration did not develop. However, if 
24 hours was allowed to elapse before the phentola- 
mine was injected, necrosis developed in two of three 


rabbits. 


| 
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Comment 


Noteworthy in the clinical use of phentolamine was 
the absence of any deleterious effect of the drug upon 
the blood pressure of any of the three patients. Theo- 
retically, it might have been expected that the injec- 
tion of an antiadrenergic agent would antagonize the 
effect of levarterenol systemically and precipitate the 
original state of shock. The absence of effect on the pa- 
tients’ blood pressures might be due to the neutraliza- 
tion of phentolamine by the levarterenol and its slow 
absorption into the blood stream. 

The dose of 5 mg. of phentolamine in 20 cc. of water 
was selected in part empirically and in part from the 
established knowledge that this was a safe dose by 
intravenous and intramuscular route in normal and 
hypertensive patients.” It is quite possible that smaller 
amounts would also have been effective. If the results 
of the experiments on rabbits can be applied to clinical 
practice, perhaps 1 mg. of phentolamine can be used 
for each 1 mg. of levarterenol extravasated. There are, 
however, certain practical difficulties involved in esti- 
mating the amount of levarterenol in the tissues and 
the length of time it has been there. No harm has been 
observed from the subcutaneous administration of 5 
mg. and even 10 mg. of phentolamine. Rather than run 


¢ 


4 
Fig. 1.—Necrosis of rabbit skin 24 hours after the intra- 

dermal injection of | mg. of levarterenol per cubic centimeter. 


the risk of the development of necrosis, it is probably 
desirable to use a little more phentolamine than is 
needed. 

The literature contains many suggestions for mini- 
mizing the danger of ischemia and necrosis resulting 
from administration of levarterenol. These include the 
avoidance of veins of the lower extremities,” the in- 
sertion of a polyethylene catheter via the antecubital 
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vein into the brachial or innominate vein or vena cava,’ 
and the application of heat above the location of the 
needle or catheter. These measures may be helpfui in 
some but not in all cases. 


Summary 


Three patients developed definite areas of ischemia 
of at least two hours’ duration after the extravasation 
of levarterenol solution into the subcutaneous tissues. 


On 


Fig. 2.—Absence of necrosis of rabbit skin 24 hours after the 
injection of a mixture of 1 mg. of levarterenol per cubic centi- 
meter and | mg. of phentolamine per 0.2 cc. 


In all cases, parts of the upper extremities were in- 
volved. Phentolamine, 5 mg. in 20 cc. of water, in- 
jected promptly into the ischemic tissues, brought 
about a return of circulation to these areas, and no 
ulceration developed. Case 3 is of special interest in 
that two separate areas of ischemia were each treated 
with 5 mg. of phentolamine, while a third area around 
the elbow was overlooked and left untreated. A large 
slough developed around the elbow but not in the 
treated regions. 

A series of experiments in rabbits tend to confirm 
the therapeutic efficacy of phentolamine in combating 
ischemia due to levarterenol. One milligram of levar- 
terenol injected intracutaneously on the abdomen of 
five rabbits regularly produced ischemic ulceration. 
One milligram of phentolamine injected intracutane- 
ously, simultaneously with, and two hours and six 
hours after the levarterenol prevented the develop- 
ment of ischemic ulceration. Such protection was not 
complete when injection of phentolamine followed that 
of levarterenol by 24 hours. 
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Addendum 


Since the completion of this paper, an article has 
appeared by McGinn and co-workers * describing a 
case of ischemia due to levarterenol that was success- 
fully treated with phentolamine and_ hyaluronidase. 


993 Park Ave. (28). 


Dr. William Antopol, Director of Laboratories, made valuable 
suggestions for this study, and Miss Carol Schreiber gave tech- 
nical assistance. 

References 


lL. Kurland, G. S., and Malach, M.: Clinical Use of Nor- 
epinephrine in Treatment of Shock Accompanying Myocardial 
Infarction and Other Conditions, New England J. Med. 247: 
383-389 (Sept. 11) 1952. 

2. (a) Greenwald, H. P.; Gootnick, A.; Luger, N. M.; and 
King, J. A.: Tissue Necrosis Following Subcutaneous Infiltra- 
tion with Nor-epinephrine: Report of Two Cases, New England 
J. Med. 2463252-253 (Feb. 14) 1952. (b) Uricchio, J. F.; 
Calenda, D. G.; and Cutts, F. B.: Ulceration of Skin Following 
Intravenous Use of Arterenol, J. A. M. A. §423:607-605 (June 
13) 1953. 


COUNCIL ON DRUGS 1479 


3. Bergmann, H.: Advantages and Disadvantages of Pro- 
longed Use of Nor-epinephrine, Internat. J. Anesth. 1329-34 
(Sept.) 1953. 

4. (a) Johnson, H. D.; Green, H. D.; and Lanier, J. T.: 
Comparison of Adrenergic Blocking Action of Ilidar (Ro 2-3248), 
Regitine (C-7337) and Priscoline in Innervated Saphenous Ar- 
terial Bed (Skin Exclusive of Muscles) and Femoral Arterial 
Bed (Muscle Exclusive of Skin) of Anesthetized Dog, J. 
Pharmacol. & Exper. Therap. 108%:144-157 (June) 1953. (b) 
Green, H. D.: MacLeod, J. A.; Anderson, D. A.; and Denison, 
A. B., Jr.: Comparison of Blockade Produced by Dibenzyline, 
llidar, Tolazoline and Phentolamine of Vasomotor Responses in 
Skin Induced by Sympathetic Nerve Stimulation with Blockade 
of Its Responses to L-epinephrine and L-norepinephrine, ibid. 
1123218-230 (Oct.) 1954. (c) Emlet, J. R.; Grimson, Kk. S.; 
Beil, D. M.; and Orgain, E. S.: Use of Piperoxan and Regitine 
as Routine Tests in Patients with Hypertension, J. A. M. A. 
§4621383-1386 (Aug. 11) 1951. (d) Gifford, R. W., Jr.; 
Roth, G. M.; and Kvale, W. F.: Evaluation of New Adrenolytic 
Drug (Regitine) as Test for Pheochromocytoma, ibid. 149s 
1628-1634 (Aug. 30) 1952. 

5. Footnote 4e and d. 

6. Footnotes 1, 2a and hb, and 3. 

7. Footnote 2a and b, and 3. 

8. McGinn, J. T.; Schluger, J.; and DiGregorio, N. J.: Pre- 
vention of Levarterenol Sloughs: Preliminary Report, New York 
]. Med. 4631950-1951 (June 15) 1956. 


COUNCIL ON DRUGS 


Formerly the Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL DRUGS 


Formerly New and Nonofficial Remedies 


Monographs and supplemental statements on drugs described here and in subsequent edi- 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data 
and reports of investigations. Applicable commercial names for preparations of evaluated drugs 
are listed at the end of monographs and parenthetically in the text of supplemental state- 
ments; additional commercial names of which the Council is informed will be included with 
subsequently published supplemental statements and annual editions of New and Nonofficial 


Drugs. 


Methylphenidate Hydrochloride.—Methyl a-pheny!- 
2-piperidineacetate hydrochloride.—The structural for- 
mula of methylphenidate hydrochloride may be repre- 
sented as follows: 


CHCOCH; HCI 


Actions and Uses.—Methylphenidate hydrochloride, 
a central nervous system stimulant, is less potent than 
amphetamine but more so than caffeine; its sym- 
pathomimetic and cardiovascular effects are less than 
with either of these agents. Thus, in ordinary doses, 
the drug does not appreciably influence blood pres- 
sure, heart rate, or circulation time. Its effects on the 
gastrointestinal tract are negligible, and, unlike am- 


H. D. Kaurz, M.D., Secretary. 


phetamine, it usually does not produce anorexia. Its 
metabolic fate, excretion, and distribution are imper- 
fectly known. 

Methylphenidate hydrochloride is useful as a mild 
cortical stimulant in the treatment of various types cf 
depression. The drug has been used for counteracting 
the various manifestations of depression produced by 
chlorpromazine and reserpine in neurotic or psychotic 
patients. Because it ordinarily does not elevate blood 
pressure, the drug may also be used to antagonize the 
oversedation, lassitude, and depression often seen in 
hypertensive patients undergoing therapy with Rau- 
wolfia or its alkaloids. The drug, used alone rather 
than as an analeptic after central depressants, is like- 
wise helpful in improving mood and behavior and 
increasing motor and mental activity in patients with 
certain neuroses and psychoses characterized by de- 
pression; neurotic patients appear to respond better 
than those with frank psychoses. Although the agent 
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is not a substitute for psychotherapy, its judicious use 
may be expected to produce some objective and sub- 
jective improvement in withdrawn and_ regressed 
individuals. 

Clinical experience to date indicates the drug to 
be of relatively low toxicity. While qualitatively simi- 
lar, side-effects to methylphenidate hydrochloride oc- 
cur less frequently and with less intensity than with 
amphetamine. Occasionally, patients experience nerv- 
ousness, insomnia, anorexia, dizziness, palpitation, 
headache, and nausea; significant changes in blood 
pressure and pulse rate rarely occur. Long-term ad- 
ministration of the drug may be complicated by the 
development of tolerance, but clinical studies to date 
indicate that this is not an important problem. The 
drug is contraindicated in patients with hyperexcit- 
ability and agitation and should be used cautiously 
in those with epilepsy or hypertension. Although there 
is no evidence to indicate a proper antidote for gross 
overdosage, pharmacological considerations would 
probably dictate administration of barbiturates. In 
the absence of adequate toxicity studies in man and 
animals, however, especially in experiments involving 
chronic administration, the ultimate safety of methyl- 
phenidate hydrochloride after long-term administra- 
tion to human patients is uncertain. 

Dosage.—Methylphenidate hydrochloride is admin- 
istered orally in divided doses. Although dosage varies 
according to the therapeutic indication and the in- 
dividual response, the usual dose for adults is 10 mg. 
two or three times daily, 


Applicable commercial name: Ritalin Hydrochloride. 

Ciba Pharmaceutical Products Inc. cooperated by furnishing 
scientific data to aid in the evaluation of methylphenidate 
hydrochloride. 

Primaquine Phosphate, U. S. P.—S8-(4-Amino-l- 
methylbutylamino )-6-methoxyquinoline diphosphate.— 
The structural formula of primaquine phosphate may 
be represented as follows: 


2 H3sPO« 
N 
NH-CH He 
CHs 

Actions and Uses.—Primaquine phosphate, an anti- 
malarial drug of the 8-aminoquinoline series, is closely 
related in chemical structure and pharmacological ac- 
tion to pamaquine, pentaquine, and isopentaquine but 
has a greater chemotherapeutic index than these 
drugs. Thus, it is highly active against primary 
exoerythrocytic forms of Plasmodium vivax and P. 
falciparum, especially the latter. Although it is the 
only drug of this series that has true causal prophy- 
lactic action in well-tolerated dosages in human 
malaria, this activity is of relatively little practical 
therapeutic value. It is gametocidal to all forms of 
malaria, a property it shares with other 8-aminoquino- 
lines. The gametocytes or sexual forms of the blood 
parasites, however, cause no clinical symptoms and 
are of importance only in the transmission of malaria 
to the mosquito. Primaquine also is active against the 
asexual blood forms of P. vivax in well-tolerated dos- 
ages, but its effect is too erratic to be recommended 
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for this purpose. It is almost completely ineffective 
against the asexual blood forms of P. falciparum, 
which cause severe clinical manifestations. 

Its great clinical value lies in the treatment of re- 
lapsing vivax (benign tertian) malaria, in which it 
effects a radical cure. It is the drug of choice for this 
purpose since it destroys the late tissue forms (which 
produce secondary erythrocytic parasites) of P. vivax 
with greater effectiveness and less danger of toxicity 
than any other drug. If the drug is administered dur- 
ing the long-term latency period of the infection, com- 
plete protection against the development of vivax 
malaria is obtained. Under these circumstances, rad- 
ical cure can be achieved by use of this drug alone. 
For the treatment of acute attacks of vivax malaria, 
primaquine should be administered in conjunction 
with a fast-acting blood schizontocide (suppressive ) 
drug such as chloroquine, amodiaquin, or quinine, of 
which the first two are preferred. This regimen attacks 
both the erythrocytic and exoerythrocytic, or fixed 
tissue parasites, thus abolishing the symptoms, pre- 
venting relapses, and achieving radical cure of the 
disease, Primaquine should not be employed alone for 
suppressive therapy or for the cure of acute clinical 
attacks of malaria. 

Falciparum (malignant tertian) infections, though 
severe, and dangerous if neglected, are self-limited and 
of short duration; they do not recur when adequately 
treated with suppressive drugs. Chloroquine and am- 
odiaquin are superior drugs for their eradication, but 
quinacrine also is highly effective. Although the con- 
current administration of primaquine with cne of these 
suppressive agents will reduce the danger of trans- 
mission of malaria from the human host to mosquitoes, 
this use of primaquine is of only limited value because 
gametocytes of vivax infections disappear within a 
few days. Even in falcipari m malaria the gametocytes 
will eventually disappear spc ntaneously after asexual 
blood forms (trophozoites) have been eliminated by 
the suppressive drug. Except under special circum- 
stances, therefore, primaquine should be restricted 
solely to the prevention of relapses of vivax malaria. 

In the usual therapeutic dose (up to 15 mg. of the 
base in Negroes and 30 mg. in Caucasians), the tox- 
icity of primaquine is low. Because of its wider margin 
of safety and increased effectiveness, it has almost 
completely replaced the older 8-aminoquinolines for 
the radical cure of relapsing vivax malaria. However, 
when the drug is given to susceptible individuals or 
in large doses, it is potentially toxic. Abdominal pain 
and epigastric distress with nausea and vomiting occur 
occasionally, but they are very seldom severe with 
recommended clinical dosages. In common, with other 
§-aminoquinolines, methemoglobinemia may also oc- 
cur, but this is seldom severe enough to require 
specific treatment and disappears rapidly when the 
drug is withdrawn. The two most serious manifesta- 
tions of toxicity are acute intravascular hemolysis, 
which in its most severe form may mimic black-water 
fever, and granulocytopenia or agranulocytosis. The 
hemolytic effect of primaquine is most likely to occur 
in darker-skinned races, particularly Negroes, in whom 
the incidence is approximately 5% when daily dosages 
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of 30 mg. of the base or more are employed. Clinically 
significant hemolysis occurs very rarely in light-skinned 
races at any dosage, or even in the more deeply-pig- 
mented races if dosages of 15 mg. of the base per day 
are not exceeded. Several hundred thousand appar- 
ently healthy military personnel (approximately 10% 
Negroes) received this dose of primaquine on board 
troopships, under conditions of minimal medical super- 
vision, with approximately a dozen instances of toxic 
reactions, none serious. Because only the older cells 
of susceptible individuals hemolyze, this reaction is 
self-limited and, in the absence of such complicating 
factors as salt depletion, dehydration, shock, or renal 
disease, is usually not serious; gradual recovery occurs 
even if administration of the drug is continued. Never- 
theless, the drug should be discontinued immediately 
if marked darkening of the urine or a sudden decrease 
in the blood hemoglobin concentration or leukocyte 
count occurs, 

The drug should be given with caution to persons 
who suffer from severe active rheumatoid arthritis or 
similar disorders, because these individuals appear to 
be more susceptible to granulocytopenia. The drug 
has been administered without untoward effects to 
persons with sickle cell trait, infectious hepatitis, and 
severe anemia due to chronic blood loss or hemolysis 
secondary to intestinal parasitic infestations. The re- 
sistance of the anemic patients to further hemolysis 
after primaquine administration is probably explained 
by the relatively high proportion of young erythrocytes 
in their peripheral circulation. Despite this favorable 
experience, repeated peripheral blood counts, and at 
least gross examination of the urine, should be carried 
out during primaquine therapy when the drug is ad- 
ministered in dosages of 30 mg. of the base or more, 
or when given to severely anemic persons or those 
with known or suspected drug sensitivity. Primaquine 
should never be administered with quinacrine or to a 
patient who has recently received quinacrine, since 
the latter agent enhances the toxicity of 8-aminoquin- 
olines. 

Dosage.—Primaquine phosphate is administered 
orally. For the treatment of relapsing vivax infections, 
a daily dose of 26.5 mg. (equivalent to 15 mg. of 
primaquine base) for 14 days is usually adequate to 
effect a radical cure. For patients with signs and symp- 
toms of vivax malaria, either as an initial attack or 
relapse, the foregoing dosage schedule of primaquine 
phosphate should be initiated together with a standard 
regimen of either of the following: chloroquine phos- 
phate, 1 Gm. (equivalent to 0.6 Gm. of base) as an 
initial dose, 0.5 Gm. 6 hours later, and 0.5 Gm. daily 
for the next two days for a total dose of 2.5 Gm.; or 
amodiaquin hydrochloride equivalent to 0.6 Gm. 
of base on the first day as an initial dose, 0.4 Gm. of 
base daily for the next two days for a total dose of 
1.4 Gm. of base. The above doses are recommended 
for adults weighing about 70 kg. (approximately 150 
lb.) of nonimmune populations. For partially immune 
populations the concurrent dose of suppressive drug 
may be reduced to 1 Gm. of chloroquine phosphate 
or 0.6 Gm. of amodiaquin (base), either drug to be 
given as a single dose on one day only, Occasionally, 
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dosages higher than 15 mg. of primaquine (base) 
daily may be required for the eradication of certain 
plasmodial strains. For adult white patients, dosages 
up to 30 mg. (base) per day may be given on an 
ambulatory basis without appreciable toxicity. Al- 
though a daily dose of more than 15 mg. (base) is 
considered too toxic for Negro patients unless given 
under close medical supervision, 15 mg. may be given 
to ambulatory subjects. 


Applicable commercial names: Primaquine Diphosphate, 
Primaquine Phosphate. 

Winthrop Laboratories cooperated by furnishing scientific 
data to aid in the evaluation of primaquine phosphate. 

Pyrvinium Chloride.—6-Dimethylamino-2-[ 2-( 2,5-di- 
methyl-1-phenyl-3-pyrryl ) vinyl ]-1-methylquinolinium 
chloride dihydrate.—The structural formula of pyrvin- 
ium chloride may be represented as follows: 


CHs3 


CHs 
A CH Ci 220 

Actions and Uses.—Pyrvinium chloride is a cyanine 
dye used clinically as an anthelmintic. Although it is 
sparingly soluble and poorly absorbed from the gastro- 
intestinal tract, only about 60% of an orally ad- 
ministered dose appears in the feces; the amounts 
detectable in urine, blood, or bile are insignificant. 
Further studies are therefore indicated to determine 
the fate and distribution of the drug. 

Pyrvinium chloride is proposed for the treatment of 
pinworms (oxyuriasis ). On the basis of limited clinical] 
experience, the drug appears to eliminate the worm, 
Enterobius vermicularis, and its ova with approxi- 
mately the same effectiveness as do the salts of piper- 
azine, It is not, however, sufficiently active against 
roundworms (Ascaris lumbricoides) to be clinically 
useful for this infestation. 

After the usual doses of pyrvinium chloride, no 
serious manifestations of toxicity have been reported. 
Side-effects are ordinarily limited to gastrointestinal 
irritation with nausea and/or vomiting. If emesis oc- 
curs shortly after its ingestion, the drug may impart 
a red color to the vomitus. Likewise, the stools are 
frequently stained reddish-brown. In laboratory stud- 
ies, bone marrow depression and liver and kidney 
damage have been observed in one species after ad- 
ministration of large doses for prolonged periods. 
Thus, a course of treatment in human patients should 
not exceed the prescribed period of five to eight 
days, and the drug should be administered cautiously 
to patients with renal or hepatic damage. 

Dosage.—Pyrvinium chloride is administered orally. 
The usual dose for the treatment of pinworms is 1.5 
to 2 mg. per kilogram of body weight. This is ad- 
ministered in divided daily doses for five to eight days. 

Applicable commercial name: Vanquin. 


Parke, Davis & Company cooperated by furnishing scientific 
data to aid in the evaluation of pyrvinium chloride. 


> 
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Use of Metaraminol Bitartrate 
as a Vasopressor Agent 


The Council has evaluated the parenteral use of 
metaraminol bitartrate (Aramine Bitartrate) as a sys- 
temic vasopressor agent. This sympathomimetic 
amine has been recognized previously as a useful local 
vasoconstrictor agent for intranasal application to con- 
trol nasal congestion. On the basis of additional evi- 
dence, the Council concluded that the systemic effects 
of metaraminol bitartrate, when injected parenterally, 
indicate its usefulness as a pressor agent in acute hypo- 
tensive states. Because of a more gradual onset and 
prolonged duration of action, maintenance of blood 
pressure with metaraminol is generally more smooth 
and is subject to fewer of the abrupt variations and 
excessive responses sometimes observed with other 
pressor agents. In addition, the drug is not irritating 
to the tissues and may therefore be administered sub- 
cutaneously; accidental extravascular deposition dur- 
ing intravenous therapy has not produced the abscess 
formation, tissue necrosis, or sloughing produced by 
some of the other systemic vasopressors. Metaramino] 
bitartrate is useful for parenteral administration in 
hypotensive episodes during surgery, for sustaining 
blood pressure in patients under general or spinal 
anesthesia, and for the treatment of shock associated 
with trauma, septicemia, infectious diseases, and ad- 
verse reactions to medication. Most authorities also 
agree that a drug, such as metaraminol bitartrate, 
which exerts both a mildly positive inotropic effect on 
the heart and a moderate peripheral vasoconstriction 
without a tendency toward cardiac arrhythmias, is 
useful for the adjunctive management of shock ac- 
companying myocardial infarction. In moderate 
hypotension secondary to hemorrhage, cautious ad- 
ministration of metaraminol bitartrate may be of value 
as a temporary expedient before blood and fluid re- 
placements are available, or as adjunctive therapy in 
those patients who do not obtain a prompt and ade- 
quate response to blood and_ parenteral fluids. 
Although metaraminol does not appear to induce car- 
diac arrhythmias, its use should generally be avoided 
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during cyclopropane anesthesia. As with all agents 
causing peripheral vasconstriction, metaraminol bitar- 
trate should be administered cautiously to all patients 
with heart and thyroid disease, hypertension, or dia- 
betes. 

For systemic use as a vasopressor agent, the route 
of parenteral administration and dosage will vary ac- 
cording to the urgency of the situation and the needs 
of the individual patient. As a general guide, doses of 
2 to 10 mg. (0.2 to 1 ec. of a sterile solution contain- 
ing 10 mg. per cubic centimeter) may be injected 
subcutaneously or intramuscularly. For more rapid 
effects, metaramino] bitartrate may be administered 
by intravenous infusion. For this purpose, 15 to 100 
mg. (1.5 to 10 ce. of a sterile solution containing 10 
mg. per cubic centimeter) is diluted with 500 ce. of 
isotonic sodium chloride solution or 5% dextrose in 
water for injection and administered by continuous 
intravenous drip at a rate adjusted to maintain pres- 
sure. In severe shock, when time is of great impor- 
tance, 0.5 to 5 mg. (0.05 to 0.5 cc. of a sterile solution 
containing 10 mg. per cubic centimeter) of the drug 
may be administered by direct intravenous injection. 
This method of administration should be employed 
only in instances of grave emergency, and extreme 
care must be given to proper dosage. 

With the prolonged duration of action of metaram- 
inol bitartrate, there is the possibility of a cumulative 
effect. If an excessive vasopressor response is obtained, 
the blood pressure may not drop rapidly enough when 
therapy is discontinued. As the maximum effect of 
metaraminol bitartrate is not immediately apparent, 
at least 10 minutes should elapse before the dosage 
is increased. 

The Council voted to expand the monograph in 
New and Nonofficial Drugs to describe the parenteral 
use of metaramino] bitartrate as a vasopressor agent 
in acute hypotensive states. 


Merck Sharp & Dohme Research Laboratories, Division of 
Merck & Co., Inc., cooperated by furnishing scientific data to 
aid in the evaluation of this additional use of metaraminol 
bitartrate. 


Willingness and Desire to Work.—I would place first among the requisites of an investigator 
the willingness and the desire to work. No amount of brilliance or good fortune relieves one of 
the necessity of hard work. Even the brilliant accidental observation has to pass rigorous tests 
before it is proved and accepted. I cannot refrain from quoting some of Sir William Osler’s 
comments about the master word work: “It is the open sesame to every portal, the great equal- 
izer in the world, the true philosopher's stone, which transmutes all the base metal of hu- 
manity in gold. The stupid among you it will make bright, the bright man brilliant, and the 
brilliant student steady. With the magic word in your heart all things are possible, and with- 
out it all study is vanity and vexation.” The keen observer who is willing to work will likely make 
important, even if not monumental, discoveries and in so doing he will have a great deal of 
pleasure. I agree with Henderson that the important contributor to advances in medicine will 


experience the contentment that comes from work well done, the pleasure of masterly perform- 
ance, the satisfaction that comes from aiding the sick and stimulating others in the same en- 
deavor, the appreciation of the value of science for its own sake, the answer to his curiosity, 
and the exhilaration that comes at the conclusion of the hunt or the chase. He will be unlike 
the lazy medical student described by Sigmund Freud in the “Interpretation of Dreams” who, 
to save himself the trouble of getting up, dreamed he was already at work in the hospital.—A. 
Blalock, M.D., The Nature of Discovery, Annals of Surgery, September, 1956. 
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MEDICINE AT WORK 


INVESTMENT IN 


They needed a new slide projector at the University 
of Minnesota Medical School in order to really do a 
bang-up job of teaching histology and other lecture 
courses, Along came a “ripple,” and the dean reached 
out for it. 

They needed some extra cash for small salary in- 
creases to keep several young instructors at the Uni- 
versity of Texas medical branch. Along came a ripple 
for the dean, Another ripple helped a medical college 
dean in California to meet the many emergencies that 
arise in teaching, in laboratory equipment, and in a 
variety of facilities. The ripples are spreading out all 
across the nation—helping train tens of thousands of 
graduate physicians and undergraduate medical stu- 
dents, helping serve short refresher courses to hospital 
staff members and family doctors, and taking part in 
the multi-million-dollar research projects which give 
birth to medical progress. 

The ripples are made whenever a dollar is dropped, 
like a raindrop, into the American \ledical Education 
Foundation fund. These donations are going fully and 
directly to the 82 medical schools in the United States. 
No part of the money is split off for administrative 
expenses, since the sponsoring American Medical As- 
sociation foots the bill for operations. And the grants 
are completely unrestricted—for whatever medical 
school use the dean sees fit; this means no strings at- 
tached to the freedom of medical education. 


Medical Education Is Many Things 


As the second annual observance of Medical Educa- 
tion Week begins tomorrow, the nation’s medical 
schools are shown in their multiple function: clusters 
of classrooms and laboratories; seats of postgraduate 


. 
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learning; the major source of training for such medical 
ancillary personnel as nurses, special therapists, tech- 
nologists, and dietitians; living workshops for serving 
and studying sick people. Much of this is underwritten 
by donations of doctors. 

An urgent need for some kind of underwriting be- 
came full blown shortly after World War II as the 
mounting cost of medical education threatened to 
jeopardize the entire future of the profession. Un- 
known to each other, two groups began tackling the 
mammoth problem in 1948. One was a group of medi- 
cal and industrial leaders. At the nucleus of the other 
group were President Conant of Harvard and General 
Eisenhower of Columbia. When the two groups 
learned of each other’s activities, they combined effort. 
First to be formed was the National Fund for Medical 
Education, which was to concentrate its money-raising 
efforts on industry and philanthropic groups. Then the 
American Medical Education Foundation was formed 
under the auspices (and a $500,000 seed grant) of the 
A. M. A. to seek financial aid from members of the 
medical profession. 

In the past five and a half years, through their medi- 
cal societies and individually, American physicians 
have given 6 million dollars to the A. M. E. F. They 
have done this not only in loyalty to their alma mater 
but also to help keep the schools operating as inde- 
pendent institutions. Toward this same end, the Ford 
Foundation has granted or earmarked 100 million dol- 
lars to strengthen medical school instruction. Last 
vear, while over 1,700 corporations allocated nearly 2 
million dollars in unrestricted gifts to medical schools, 
thousands of physicians gave over 1 million dollars 
through the A. M. E. F. 


Left, largest lump sum ever contributed to American Medical Education Foundation — $164,940—was presented before the House of 
Delegates in Chicago last June by Dr. F. Lee Stone (left), president of the Illinois State Medical Society, and Dr. Harold M, Camp, 
society secretary, to Dr. Louis H. Bauer (right), president of the foundation. Right, A. M. A. Trustee E, S. Hamilton presents a 
certificate of merit to the late Dr. Louis D. McGuire of Omaha (right), who barnstormed the Midwest in an airplane to raise funds 


for A. M. E. F. 
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Another 2 million dollars went to medical schools 
via alumni associations, several of which (including 
those of the University of Colorado and Georgetown 
University in Washington, D. C.) work with the 
A. M. E. F. in their drive for alumni funds. 


The Rising Need 


But in spite of all these presentations, despite the 


fact that medical schools are better supported today . 


than at any time in history, operating costs continue to 
skyrocket. The fact remains that no other form of high- 
er education is so expensive as medical education. By 
its very nature in a growingly complex world, more ex- 
tensive and more intensive medical education is soak- 
ing up the ripples of aid. 

Merely to maintain the present physician-patient 
ratio will cost an additional 1 billion dollars in the next 
18 years. That is the estimate of Dr. Vernon W. Lip- 
pard of the Yale University School of Medicine. He 
says that by 1975 all existing medical schools will have 
to be expanded, and at least 25 more new ones built— 
simply to produce the 2,000 more physicians who will 
be needed annually by then for a growing population. 

Meanwhile, a typical medical schoo] today can 
count on less than one out of every five budget dollars 
to come from tuition. The rest must be drawn out of 
endowments, gifts—or the U. S. treasury. Every effort 
is being made to avoid resorting to federal financing— 
lest government aid lead to the sort of uniformity of 
medical education that stifles research. coerces the 
high-level teaching concepts of individual schools, and 
turns private medicine into an expensive federal bu- 
reaucracy. 

One way to minimize the danger of governmental 
contro] is to obtain more of a contribution from 
private industry. Dr. Willard C. Rappleye, dean of 
the Columbia University Faculty of Medicine, points 
out, for example, that, if American corporations last 
year donated only one-fortieth of one percent of their 
net profits before taxes, this sum would underwrite 
the present deficits of all medical schools in the nation. 

But industry’s role is dependent upon professional 
leadership. There is continued need for a doctor's 
personal identification with a vast effort touching upon 
the graduate as well as the student, the future as well 
as the present, the patient at large as well as the phy- 
sician personally. The discerning physician knows that 
only by leading with his own support and that of oth- 
er members of his profession can he expect adequate 
support from nonmedical groups and individuals. 

During the past five and a half years, human effort 
has matched cold cash for the A. M. E. F. A campaign 
in St. Paul drew donations from 50% of the medical 
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society membership (three times the normal for a 
voluntary campaign). The A. M. A. woman’s auxiliary 
in Garden City, N. Y., sold Christmas cards to bolster 
the fund. The Indiana State Medical Association col- 
lected $50,000 on the spot when the hat was passed 
at one annual meeting—and doctors’ wives in Indiana 
did some selling of hats to raise even more money for 
the A. M. E. F. In Hartford, Conn., medical education 
benefited by a campaign to give memorial fund do- 
nations to the A. M. E. F. in lieu of flowers at funeral 
services for physicians. 


Barnstorming Campaigner 


Probably the most dramatic campaign in any state 
was conducted by the late Dr. Louis D. McGuire, 
who took a month off from his practice in Omaha so 
he could rent an airplane and barnstorm Nebraska in 
a successful drive for A. M. E. F. contributions. Many 
of his pledges were for $1,000 apiece. Dr. McGuire, 
one of the first active state chairmen for A. M. E. F., 
was awarded a certificate of merit by the foundation's 
board of directors. He died in 1954. 

All this community effort among physicians attests 
to the grass-roots interest in keeping medical schools 
as free as possible from the potential control that ac- 
companies federal subsidy. But it signifies more than 
that. It is a sign—an offered dollar sign, if you will— 
of the profession's concern not only for the doctors of 
tomorrow but also for the medical graduates of yester- 
day. A growing number of physicians are now realiz- 
ing the extent to which A. M. E. F. contributions are 
helping to finance their own postgraduate education. 
To them, the contention that donations are paying off 
some of the subsidy of their own undergraduate medi- 
cal education is not cogent enough. 

The money, in fact, is helping finance their same 
medical school today—and tomorrow—as the school 
educates physicians through journals, forums, and 
other mediums of communication. “Tuition” is payable 
by way of individual conscience. Says A. M. A. Presi- 
dent Dwight H. Murray: “I personally do not like to 
consider contributions to the Foundation as a payment 
of a debt owed. | prefer to consider them as a demon- 
stration of the interests of the profession in the high 
standards of medical education and high standards 
of medical care for the American public.” 

Money for A. M. E. F., as thousands of contributors 
already know, emphasizes Benjamin Franklin’s thesis 
that “an investment in knowledge pays the best inter- 
est.” 


Amebiasis of the Lung.—Pleuropulmonary amebiasis may be manifest without diarrhea or dys- 
entery. In obscure lesions of the right lower lung field, one should always consider pleuro- 
pulmonary amebiasis—especially with low grade fever and moderate leukocytosis. Abscess and 
empyema contents should be examined promptly microscopically or kept warm to preserve the 
motility of the trophozoites until satisfactory examination is possible. Conservative therapy will 
successfully manage most cases of pleuropulmonary amebiasis. If a thorough search fails to 
reveal Entameba histolytica, and the diagnosis is still entertained, a medical therapeutic trial 
is in order.—A. C. Daniels, M.D., and M. E. Childress, M.D., Pleuropulmonary Amebiasis, 


California Medicine, December, 1956. 
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THE POSTGASTRECTOMY SYNDROMES 
GUEST EDITORIAL 
George L. Jordan Jr., M.D. 


About 85% of patients treated for the complications 
of duodenal ulcer by subtotal gastrectomy may be 
classified as having good or excellent results, but the 
remaining 15% fail to improve significantly. Most of 
the poor results following this operation are not due to 
recurrence of ulcer disease but are due to the altered 
anatomy and physiology produced by the operative 
procedure. “Dumping syndrome” has often been used 
as an inclusive term to refer to all types of symptoms 
that may occur after gastrectomy. At the present time, 
however, it is possible to differentiate several post- 
gastrectomy syndromes so that a careful evaluation 
of the patient with symptoms will lead to a more 
specific diagnosis that will allow a rational approach 
to therapy. 

The most common syndrome, which occurs in 15 to 
40% of all patients treated, is characterized by post- 
prandial weakness, sweating, pallor, increased pulse 
rate, nausea, vomiting, and diarrhea. Symptoms ap- 
pear during the meal or within 10 to 20 minutes after 
its ingestion and last 20 to 60 minutes, subsiding spon- 
taneously. This difficulty is produced by the passage 
of undigested food into the jejunum, where its high 
osmotic pressure causes a rapid influx of fluid into the 
small intestine. The presence of fluid in the jejunum 
stimulates hypermotility, and nausea, vomiting, and 
diarrhea may occur. The fluid comes from. the 
blood stream and, therefore, an acute fall in blood 
volume results; it is this sudden decrease in blood 
volume that is responsible for the vasomotor symp- 
toms. This syndrome can be diagnosed objectively by 
serial determinations of blood volume, as described by 
Roberts and co-workers,’ as well as by characteristic 
electrocardiographic changes that may be recorded 
simultaneously with the alteration in blood volume. 
Furthermore, studies of gastrointestinal motility will 


From the Cora and Webb Mading Department of Surgery, 
Baylor University College of Medicine, Houston, Texas, 
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usually reveal a hypermotility in the postprandial 
period. It is possible that alterations in the serum con- 
centration of potassium may contribute to the produc- 
tion of symptoms in some persons, though the evi- 
dence for this theory is less concrete. Proteins are less 
likely to produce symptoms than other foods; conse- 
quently, many patients are relieved when a_high- 
protein, low-carbohydrate diet, taken as six small 
feedings, is prescribed. Liquids should be taken only 
between meals. In many patients symptoms can be 
prevented by the patient’s lying down immediately 
after eating. Others respond well to the administration 
of antispasmodic agents such as hexamethonium or 
piperidolate (Dactil) hydrochloride. If the blood 
volume is low, restoration to normal may aid in 
treatment. 

Another syndrome, wherein the symptoms resemble 
those described above, occurs in the late postprandial 
period, usually two to four hours after a meal. This 
“late postgastrectomy syndrome” is the result of a 
rebound hypoglycemia, and the diagnosis can be con- 
firmed by a determination of the blood glucose level. 
It is relieved by the ingestion of food, and it can be 
prevented by the same dietary regimen that would be 
prescribed for any patient with hypoglycemia. 

In some patients symptoms result from the fact that 
the stomach remnant is small; thus, the ingestion of 
a meal as large as that usually consumed prior to sur- 
gery may produce a discomfort similar to that which 
a normal person experiences after the ingestion of a 
large Thanksgiving dinner. These symptoms may be 
readily controlled by limiting the total food intake at 
any one time, but it may be necessary to eat several 
meals daily in order to maintain adequate nutrition 
without producing symptoms. 

Another group suffers from chronic obstruction of 
the afferent loop. The complaints are those of nausea 
and vomiting postprandially; vasomotor symptoms are 
minimal or absent. The vomitus consists of large quan- 
tities of bile-stained fluid without food, and, when 
vomiting occurs, symptoms are relieved. The diagnosis 
should be suspected if it is impossible to fill the af- 
ferent loop with barium during a roentgenographic 
examination of the upper gastrointestinal tract, and 
the diagnosis can be verified by aspiration of jejunal 
contents in the postprandial period, for there is ab- 
sence of bile during the symptomatic period, and it is 
possible to correlate the appearance of bile with the 
relief of symptoms. The pathogenesis of this syndrome 
is mechanical obstruction of the afferent loop due to 
adhesions, volvulus, or herniation under the efferent 
loop. Treatment consists of surgical relief of the ob- 
struction. 

Obstructions of the efferent loop also occur, causing 
nausea and vomiting, but the vomitus contains recent- 
ly ingested food, and the diagnosis can be confirmed 

1. Roberts, K. E.; Randall, H. T.; Farr, H. W.; and Kidwell, 
A. P.: Cardiovascular and Blood Volume Alterations Resulting 
from Intrajejunal Administration of Hypertonic Solutions to Gas- 


trectomized Patients: Relationship of These Changes to Dump- 
ing Syndrome, Ann. Surg. 1403:631-640 ( Nov.) 1954. 
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by roentgenographic examination after the ingestion 
of barium. Surgical intervention offers the only hope 
of relief. 

Most patients who suffer from malnutrition in the 
postprandial period have some difficulty with the in- 
gestion of food resulting from one of the syndromes 
noted above, and malnutrition is easily corrected if 
symptoms are relieved. There remains, however, a 
group of patients who have difficulty with absorption, 
without associated postprandial symptoms. Thus the 
anemias that occur are usually iron-deficiency anemias 
and can be corrected by oral administration of a prep- 
aration that is easily absorbed, or, in severe cases, 
by the intravenous administration of iron. True per- 
nicious anemia, requiring therapy with vitamin B,. 
or liver, is very uncommon after subtotal gastric re- 
section. 

It has been common practice among many physi- 
cians to attribute a large percentage of postgastrec- 
tomy symptoms to psychological factors. It is true that 
the psychoneurotic patient who experiences any of 
the syndromes noted above is more likely to be in- 
capacitated than the stoic person who seldom com- 
plains. Furthermore, it is true that there are some 
patients whose symptomatology arises solely on a psy- 
chological basis, and on occasion it may be difficult to 
elucidate the exact cause of the symptoms. There is, 
however, ample evidence to indicate that most pa- 
tients have symptoms arising from alterations in anat- 
omy or physiology as a result of the operation, and 
the taking of a detailed history, the making of a com- 
plete physical examination, and the use of laboratory 
procedures will usually allow proper interpretation. 


The number of patients whose symptoms cannot be » 


improved by proper therapy is extremely small. Con- 
sequently, it is often possible to convert a person 
with an initial poor result into an asymptomatic, grate- 
ful patient. 


FATS, CHOLESTEROL, AND 
ATHEROSCLEROSIS 


To help the family doctor answer his patients’ 
queries concerning fats in the diet, the American 
Medical Association’s Council on Foods and Nutrition 
last month held a symposium to sum up present knowl- 
edge on the subject. The one definitive conclusion that 
resulted from this investigative meeting is that quite 
a bit more study concerning dietary fats will have to 
be done before the average American's eating habits 
are to be drastically altered. 

What the meeting in New Orleans did do, in addi- 
tion to crystallizing present thought, was to provide 
promising areas for future work in the role of dietary 
fats, especially as related to heart disease. One of the 
many significant contributions to the symposium was 
a report that evidenced, for the first time, the produc- 
tion of myocardial infarction in a significant percentage 
of rats in a study. By using the combined technique 
of feeding high quantities of saturated fats and supple- 
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menting the diet with cholesterol, cholic acid, and 
thiouracil, Dr. W. Stanley Hartcroft, of St. Louis, has 
opened further paths to evaluating the relative im- 
portance of the various factors initiating atheroma with 
respect to its role in the fatal myocardial accident. It 
was, however, frankly admitted that it is still not 
possible to state with certainty whether the lipid de- 
posits of the plaque are primary initiating agents or 
secondary sequelae in the pathogenesis of the lesion. 
The only lipid constituent of arterial plaques that 
differs from the lipid circulating in the plasma is 
ceroid, a fat-like deposit regularly found in atheroma- 
tous lesions in man. This same substance, not soluble 
in conventional fat solvents, has also been found 
deposited in the thrombi of experimentally induced 
myocardial infarcts. 

Considerable emphasis was given to the effect of 
corn oil and certain other fats containing unsaturated 
fatty acids that reduce blood cholesterol] levels. It was 
reiterated by most speakers that, whereas corn oil is 
indeed effective in most cases of hypercholesteremia, 
fats containing the unsaturated fatty acid linoleic acid 
(of which corn oil is just one) are not the only agents 
that are effective. 

It will be of interest to the medical profession that, 
despite the seeming confusion in the field of dietary 
fats and their possible resultant pathology, the partici- 
pants and the discussants in the symposium agreed in 
the majority of facts that were presented. While it was 
considered that it is still premature to directly relate 
diet and coronary artery disease, the point was brought 
out that the quantity as well as the quality of the fat 
in the diet is important in the etiology of hypercholes- 
teremia. Adults who are not overweight, who are with- 
out any familial history of early death from heart 
disease, and who have relatively low levels of serum 
cholesterol (in the range of 175 to 225 mg. per 100 cc. ) 
need make no change in their diet. Obese persons with 
cholesterol levels that are not elevated might do well 
to reduce, but at the present time this is the only diet 
modification that can be recommended for such per- 
sons. Individuals with consistently elevated cholesterol 
levels would have somewhat more reason to attempt 
to lower their level of circulating blood cholesterol, 
particularly if there is a family history of early death 
from cardiovascular disease. 

It is planned to publish the papers from this sym- 
posium in a future issue of THE JouRNAL, and eventu- 
ally these papers, with the discussions that followed 
their presentation, will be available in monograph 
form as a publication of the Council on Foods and 
Nutrition. Until doctors have an opportunity to review 
the wealth of information offered by the symposium, 
it might be best to approach the problem of reduced 
total fat intake with a proportionate increase of un- 
saturated fats, keeping in mind the caloric value of 
all the foods. Again this specific dietary measure should 
be utilized only when it is desirable to reduce the 
cholesterol and lipoprotein levels in the blood. 
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WELCOME TO NEW YORK 


The coming Annual Meeting on June 3-7 will be 
the seventh time the American Medical Association 
has met in New York City in the 110 years of its 
existence, the last meeting having been held there 
only four years ago. Since that meeting the New York 
Coliseum, specifically designed for meetings and con- 
ventions, has been completed. 


The Coliseum 


The Coliseum is located on Columbus Circle in the 
center of the city, at the point from which all dis- 
tances to and from New York are measured. Dozens 
of hotels are within a few blocks of the Coliseum and 
five major hotels can be reached by subway from this 
building without going out of doors. The Coliseum is 
five minutes from Times Square, seven minutes from 
the Pennsylvania Station, and nine minutes from 
Grand Central. In this building will be held some of 
the scientific and all of the 
commercial exhibits, col- 
ored television, and several 
section meetings during the 
Annual Session of the 
American Medical Associa- 
tion. All of the public 
space in the Coliseum is 
air-conditioned. Nine ele- 
vators carry visitors to the 
second, third, and fourth 
floors from the lobby. 
Three escalators lead from 
the lobby to the second ex- 
hibition floor, and two ad- 
ditional escalators at the 
south end of the lobby are 
capable of carrying thou- 
sands of persons per hour 
to the third floor. The new 
Coliseum also has a public 
address system, which will beam messages or speeches 
wherever wanted and pick up any section of the build- 
ing. Temporary auditorium seating can be provided 
for as many as 8,000 persons. 


Where Visitors May Obtain Information 


More than 11 million people live and work within 
the metropolitan area in New York: more Irishmen 
than in Dublin, more Jews than in Palestine, and 
more persons of Italian birth than in Venice, most of 
whom have been educated to American ideals and 
customs. There are 20 newspapers published in differ- 
ent languages in this area. Numerous places of his- 
torical, professional, and cultural interest are found 
within and closely beyond New York City, and visitors 
will gladly be given directions to these places at the 
Information Center of the New York Convention and 
Visitors’ Bureau, 500 Park Ave., and at the Police 
Information Booth on Times Square. The New York 
Convention and Visitors’ Bureau, Pershing Square, 


The Coliseum 


90 E. 42nd St. (Murray Hill 7-1300), issues a pamphlet 
called “Visitors’ Guide to New York,” in which are a 
map and brief descriptions of dozens of places of 
interest. 


Tall Buildings 


New York City has 500 buildings of 20 or more 
floors in height and 215 buildings ranging from 25 to 
102 floors in height. The Empire State Building at 
Fifth Avenue and 34th Street, the tallest building in 
the world, rises 1,250 ft. above the street level. The 
Chrysler Building on Lexington Avenue and 42nd 
Street is 1,045 ft. high. The Rockefeller Center at 
Fifth Avenue between 48th and 5lst Streets is a city 
in itself, containing 15 buildings on more than 12 
acres. Within the Center is the 70-story RCA Build- 
ing, whose slim beauty rises as the central theme of 
this development. Guided tours of the Center depart 
daily at frequent intervals 
visiting, among other points 
of interest, the lobby of the 
world’s largest indoor thea- 
ter, Radio City Music Hall, 
and the observation roof, 
850 ft. above Manhattan, 
from where on clear days 
one may see for 50 miles in 
every direction. 


United Nations Buildings 


The United Nations 
buildings, illustrated on 
page 1490 of this issue of 
THE JOURNAL, occupy 18 
acres between 42nd and 
48th streets, and First Av- 
enue and the East River. 
Tickets to meetings of 
the United Nations are 
available, free of charge, and are required for attend- 
ance at the plenary sessions or committee meetings. 
Reservations should be made in advance at the Admis- 
sions Office, United Nations, New York, or by telephone 
the day before to Plaza 4-1234, ext. 634. Guided tours of 
the United Nations headquarters are available daily. 


Tunnels and Bridges 


Morning and night, millions of workers and visitors 
enter and leave Manhattan through tunnels under 
and bridges over the Hudson and the East Rivers. 
Lincoln Tunnel is under the Hudson River from West 
38th Street in Manhattan and leads to Weehawken, 
N. J., and to the New Jersey Turnpike; Brooklyn- 
Battery Tunnel runs underneath the East River be- 
tween the lower end of Manhattan Avenue in Brook- 
lyn and is the second longest vehicular tunnel in the 
world; and the Holland Tunnel runs underneath the 
Hudson River from Canal Street to Jersey City, mak- 
ing direct connections with the New Jersey Turnpike. 
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The beautiful George Washington Bridge spans the 
Hudson River from West 179th Street to Fort Lee, 
N. J., connecting with the New Jersey Turnpike and 
other highways. It is the second longest suspension 
bridge in the world. Triborough Bridge, a unique 
structure, connects three borroughs, Manhattan at 
east 125th Street, the Bronx, and Queens. The Brook- 
lyn Bridge at Park Row and City Hall Park, which 
crosses the East River to Brooklyn, was opened in 


1883. 


Museums 


The Metropolitan Museum of Art at 15th Avenue 
and 82nd Street has coilections covering 5 million 
vears and ranging geographically through Egypt, 
Babylon, Asyria, Greece, Rome, the Near and Far 
East, and Europe from early Christian times to the 
present. 

The American Museum of Natural History, Central 
Park West, 77th to 81st streets, has an interesting col- 
lection illustrating the growth and development of 
man and one of the world’s finest collections contain- 
ing reassembled skeletons of prehistoric animals. 

The Museum of the American Indian-Heye Foun- 
dation at Broadway and 155th Street is devoted solely 
to the collection and preservation of the culture of the 
American Indian. 

The Theodore Roosevelt Museum at 28 E. 20th St., 
the birthplace of Theodore Roosevelt, contains items 
related to him. 

The Zoological Gardens in Bronx Park at East 182nd 
Street has a collection of some 2,500 animals, consid- 
ered the best of its kind in existence. Among others 
are also the Spanish Museum at 155th Street and 
Broadway; the Whitney Museum of American Art at 
22 W. 54th St.; the Museum of Modern Art at 11 W. 
53rd St.; and the Jewish Museum at 5th Avenue and 
90th Street. 


Institutions of Higher Learning 


New York City has five medical schools, 13 universi- 
ties and general colleges, and several schools of the- 
ology and law. New York University, with something 
like 65 thousand students, is the largest university, and 
Columbia University, with about 41 thousand stu- 
dents, is the second largest. The College of the City 
of New York and Hunter College are city-supported. 
There are also Fordham University, Hunter College, 
Manhattan College, and a host of musical, profes- 
sional, technical, business, proprietary, and private 
institutions. The city maintains some 47 senior high 
schools, 22 evening high schools, and 10 evening trade 
schools. 


Hospitals 


The Columbia-Presbyterian Medical Center at 
Broadway and 168th Street comprises a group of hos- 
pitals. The Presbyterian Hospital is a corporate title 
for the Presbyterian Hospital, the New York Ortho- 
pedic Hospital, Sloane Hospital for Women, the 
Babies’ Hospital, the Institute of Ophthalmology, and 
the Neurological Institute. 
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The New York Hospital—Cornell Medical Center on 
York Avenue between 68th and 7st streets, one of 
the city’s architectural beauties, is illustrated on page 
1489 of this issue of THE JOURNAL. 

As of recent date, there were 47,475 beds in the 170 
hospitals and related facilities in the city, not includ- 
ing hospitals operated under state or federal control. 
The municipal hospitals provide 38% of the total beds; 
the voluntary hospitals somewhat more than half of 
the total beds; and the proprietary hospitals about 
11% of the beds for general care. The hospital ambu- 
lance service is extensive. All of the ambulances 
operated by the municipal and the voluntary hospitals 
are supervised by the City Department of Hospitals. 
The city pays to the voluntary hospitals a stipulated 
sum per ambulance per vear. 


Theatrical Productions 


Some of the theatrical productions that are expected 
to be running at the time of the American Medical 
Association Annual Meeting are My Fair Lady at the 
Mark Hellinger Theater, 5lst Street west of Broad- 
way; Ziegfeld’s Follies at the Winter Garden, 51st and 
Broadway; Auntie Mame at the Broadhurst Theater, 
41st Street west of Broadway; Lil Abner at the St. 
James Theater, 44th Street west of Broadway; Happy 
Hunting at the Majestic Theater, 44th Street, west of 
Broadway; Long Days Journey into Night at the 
Helen Hayes Theater, 45th Street west of Broadway; 
Bells Are Ringing at the Shubert Theater, 44th 
Street west of Broadway; Diary of Anne Frank at the 
Ambassador Theater, 215 W. 49th St.; Holiday for 
Lovers at the Longacre Theater, 48th Street west of 
Broadway; Inherit the Wind at the National Theater, 
4lst Street west of Broadway; and Major Barbara at 
the Morosco Theater, 45th Street west of Broadway. 
The Radio City Music Hall will have a first-run movie 
and the famous Rockettes. 


Shopping and Eating Places 


New York City is unsurpassed in the number and 
quality of its large and small stores and in the places 
to eat any kind of food that the visitor desires. For a 
free copy of the shopping guide and for a restaurant 
and night club folder, write or visit the Official Visitor 
Information Center, New York Convention and Visi- 
tors Bureau, Pershing Square, 90 E. 42nd St. 


After the Meeting 


When the Annual Meeting of the American Medical 
Association is over, those who desire to tour in the 
East or to take a vacation will find good roads out of 
the city in every direction. West Point, up the Hudson 
River, is not far away, nor the Adirondack Mountains, 
nor is beautiful and historical New England and other 
historical places to the north, south, and west. The 
Annual Meeting not only affords an exceptional oppor- 
tunity for professional advancement but also can be 
the beginning of a wonderful vacation. 


Above, New York Hospital—Cornell Medical Center, 68th and East River. 


Above left, the Statue of Liberty at the head of Upper New York Bay. 


Below, Columbia—Presbyterian Medical Center. 
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Right, view from East River of 
United Nations buildings, show- 
ing 39-story Secretariat and Gen- 
eral Assembly buildings. 
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Empire State Building—the tallest in the 
world, 1,172 ft. high. 


Right. night view of Empire State Build- 
ing, taken from the RCA Building further 
uptown. 
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Below: George Washington Bridge spanning 
the Hudson River from New York to New a Rarer Pr 


Jersey. 
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City Hall, housing offices of the mayor, 
the city council, and the board of estimate. 
A museum on the second floor contains a 
mahogany writing table used by George 
Washington during the first days of his 
presidency. 


Below. the S. S. America (foreground) 
moves down the Hudson River headed out 
to sea; her sister ship, the S. S. United 
States, steams up the river after crossing 
the Atlantic from Europe. 


Right. the new Coliseum on Columbus Circle at the exact center of New 
York City and within a few blocks from many hotels. 


Below, night view of downtown skyline as it appears from across the bay 
on Governors Island. 
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THE NEW YORK MEETING 


AMERICAN MEDICAL ASSOCIATION, ONE HUNDRED AND SIXTH ANNUAL MEETING 
NEW YORK, JUNE 3-7, 1957 


OFFICIAL CALL 


To the Officers and Members of the 
American Medical Association 


The 106th Annual Meeting of the American Medical Asso- 
ciation will be held in New York, June 3-7, 1957. 

The House of Delegates will convene at 10 a. m. Monday, 
June 3. In the House the representation of the various con- 
stituent associations for 1957 is as follows: 


District of Columbia ............ 2 ene 1 
Isthmian Canal Zone ............ 1 

4 


The scientific sections of the American Medical Association, 
the Medical Corps of the Army, the Medical Corps of the Navy, 
the Medical Corps of the Air Force, the Public Health Service, 
and the Veterans Administration are entitled to one delegate 
each, 

The Scientific Assembly of the Association will open with 
the General Scientific Meetings to be held Monday, June 3, 
starting at 9 a. m. in the morning and at 2 p. m. in the after- 
noon, 

The Inaugural Ceremony, at which the President will be 
installed, will be held on Tuesday evening, June 4. 

Sections of the Scientific Assembly will meet Tuesday, June 4, 
beginning at noon; all day Wednesday and Thursday, June 5 
and 6; and on Friday morning, June 7, as follows: 

CONVENING AT 9 A. M. CONVENING AT 2 P. M. 
THE SECTIONS ON THE SECTIONS ON 
Anesthesiology Diseases of the Chest 


Dermatology Experimental Medicine and 
Gastroenterology and Therapeutics 
Proctology General Practice 


Internal Medicine 
Obstetrics and Gynecology 
Ophthalmology 
Orthopedic Surgery 


Laryngology, Otology and 
Rhinology 

Military Medicine 

Nervous and Mental Diseases 


Pathology and Physiology Pediatrics 

Physical Medicine Radiology 
Preventive Medicine Surgery, General and 
Urology Abdominal 


Miscellaneous Topics: Sessions 
on Allergy, Legal Medicine, 
and Medical Communication 


The Registration Bureau, which will be located in the en- 
trance lobby of the New York Coliseum, will be open from 
12 noon to 4 p. m., Sunday, June 2; from 8 a. m. to 5:30 p. m. 
Monday, June 3; from 8:30 a. m. to 5:30 p. m. Tuesday, 
Wednesday and Thursday, June 4, 5 and 6; and from 8:30 a. m. 
to 12 noon Friday, June 7. 

Dwicut H. Murray, President. 
E. Vincent Askey, Speaker, House of Delegates. 
Georce F. Luu, Secretary. 


MEMBERS OF THE HOUSE OF DELEGATES 


A Preliminary Roster of the Legislative Body of the 
American Medical Association 


The list of members of the House of Delegates for the session 
is incomplete. Following is a list of the holdover members of 
the House of Delegates and of the newly elected members who 
have been reported to the Secretary in time to be included: 


DELEGATES FROM CONSTITUENT ASSOCIATIONS 
ALABAMA INDIANA 
J. Paul Jones, Camden Eli S. Jones, Hammond 
E. Bryce Robinson Jr., Fairfield Cleon A. Nafe, Indianapolis 
Wendell C. Stover, Boonville 
ALASKA Gordon B. Wilder, Anderson 
Milo H. Fritz, Anchorage IOWA 
Francis C, Coleman, Des Moines 
Robert N. Larimer, Sioux City 
Donovan F. Ward, Dubuque 


ARIZONA 
Jesse D. Hamer, Phoenix 
ARKANSAS 


James M. Kolb, Clarksville 
Rufus B. Robins, Camden 


KANSAS 
George F. Gsell, Wichita 
L. R. Pyle, Topeka 

CALIFORNIA 

Lewis A. Alesen, Los Angeles 
E. Vincent Askey, Los Angeles 
Cyril J. Attwood, Oakland 
Donald Cass, Los Angeles 
Paul D. Foster, Los Angeles 
Leopold H. Fraser, Richmond 
John Winston Green, Vallejo 
Eugene F. Hoffman, Los Angeles a 
RK. Stanley Kneeshaw, San Jose MAINE 
J]. Lafe Ludwig, Los Angeles Philip P. Thompson Jr., Portland 
Frank A. MacDonald, Sacramento 
Sam J. McClendon, San Diego 
Robertson Ward, San Francisco 
Dwight L. Wilbur, San Francisco 


KENTUCKY 
Clark Bailey, Harlan 
W.. Vinson Pierce, Covington 


LOUISIANA 
James Q. Graves, Monroe 
Philip H. Jones, New Orleans 


MARYLAND 
Warde B. Allan, Baltimore 
Robert vanLieu Campbell, 


Hagerstown 
COLORADO 
Edward H. Munro, Grand MASSACHUSETTS 
Junction Lawrence R. Dame, Greenfield 


Kenneth C. Sawyer, Denver Philip S. Foisie, Milton 

Charles G. Hayden, Boston 
Henry F. Howe, Cohasset 
Nicholas S. Scarcello, Worcester 
Norman A. Welch, Boston 


CONNECTICUT 
Thomas J. Danaher, Torrington 
John N. Gallivan, East Hartford 
Stanley B. Weld, Haritord 

MICHIGAN 

Wyman D. Barrett, Detroit 
John S. DeTar, Milan 
Willis H. Huron, lron Mountain 
William A. Hyland, Grand tapids 
Robert L. Novy, Detroit 
Clarence |. Owen, Detroit 


DELAWARE 
H. Thomas McGuire, New Castle 
DISTRICT OF COLUMBIA 


Victor R. Alfaro, Washington 
Raymond T. Holden, Washington 


FLORIDA MINNESOTA 
Reuben B. Chrism: ., Coral J. Arnold Bargen, Rochester 
Cables Orwood J. Campbell, Minneapolis 


George A. Earl, St. Paul 
Frank J. Elias, Duluth 


Francis T. Holland, Tallahassee 
Louis M. Orr, Orlando 


MISSISSIPPI 
John P. Culpepper Jr., Hattiesburg 
John F. Lucas, Greenwooc 


GEORGIA 
Eustace A. Allen, Atlanta 
Spencer A. Kirkland, Atlanta 
Charles H. Richardson, Macon ’ 

MISSOURI 
Frank L. Feicrabend, Kansas City 
Durward G. Hall, Springfield 
ae ge Peden Sr., St. Louis 


HAWAII 
Harry L. Arnold Jr., Honolulu 


IDAHO . E. Petersen, St. Jose ph 
Hoyt B. Woolley, Idaho Falls 
MONTANA 
ILLINOIS Raymond F., Peterson, Butte 


Walter C. Bornemeier, Chicago 
Everett P. Coleman, Canton 
Harlan English, Danville 
Warren W. Furey, Chicago 
Percy E. Hopkins, Chicago 

B. E. Montgomery, Harrisburg 
J. Mather Pfeiffenberger, Alton 
H. Kenneth Scatliff, Chicago 
Carl Steinhoff, Chicago 

C. Paul White, Kewanee 


NEBRASKA 
Earl F. Leininger, McCook 
Joseph D. McCarthy, Omaha 


NEVADA 
Wesley W. Hall, Reno 


NEW HAMPSHIRE 
Louis C. Theobald, Exete: 
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NEW JERSEY 
C. Byron Blaisdell, Asbury Park 
William F. Costello, Dover 
Aldrich C, Crowe, Ocean City 
J. Wallace Hurff, Newark 
L. Samuel Sica, Trenton 
Elmer P. Weigel, Plainfield 


NEW MEXICO 
H. Linton January, Albuquerque 


NEW YORK 
A. H. Aaron, Buffalo 
Walter P. Anderton, New York 
R. J. Azzari, Bronx 
Peter J. DiNatale, Batavia 
Gerald D. Dorman, New York 
Edward P. Flood, Bronx 
Thurman B. Givan, Brooklyn 
James Greenough, Oneonta 
Frederic W. Holcomb, Kingston 
J. Stanley Kenney, New York 
John J. Masterson, Brooklyn 
Dan Mellen, Rome 
Norman 3. Moore, Ithaca 
Peter M. Murray, New York 
Carlton E. Wertz, Buffalo 
Floyd S. Winslow, Rochester 
Fzra A. Wolff, Forest Hills 
Christopher Wood, White Plains 


NORTH CAROLINA 
Elias S. Faison, Charlotte 
Millard D. Hill, Raleigh 
Charles F. Strosnider, Goldsboro 


NORTH DAKOTA 
Willard A. Wright, Williston 


OHIO 
Paul A. Davis, Akron 
Fred W. Dixon, Cleveland 
Charles L. Hudson, Cleveland 
Richard L. Meiling, Columbus 
Carll S. Mundy, Toledo 
L. Howard Schriver, Cincinnati 
Clifford C. Sherburne. Columbus 
George A. Woodhouse, Pleasant 

Hill 


OKLAHOMA 
John F. Burton, Oklahoma City 
Wilkie D. Hoover, Tulsa 


OREGON 
Raymond M. McKeown, Coos Bay 
Archie O. Pitman, Hillsboro 


PENNSYLVANIA 
James Z. Appel, Lancaster 
Daniel H. Bee, Indiana 
William F. Brennan, Pittsburgh 
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Gilson Colby Engel, Philadelphia 
William L. Estes Jr., Bethlehem 
Harold B. Gardner, Harrisburg 
Louis W. Jones, Wilkes-Barre 
George S. Klump, Williamsport 
Thomas W. McCreary, Rochester 
Charles L. Shafer, Kingston 
Elmer G. Shelley, North East 


PUERTO RICO 
F. Sanchez-Castanio, Vega Baja 


RHODE ISLAND 
Charles J. Ashworth, Providence 


SOUTH CAROLINA 
George D. Johnson, Spartanburg 
William Weston Jr., Columbia 


SOUTH DAKOTA 
Arthur A. Lampert, Rapid City 


TENNESSEE 
William C. Chaney, Memphis 
Charles M. Hamilton, Nashville 
Charles C. Smeltzer, Knoxville 


TEXAS 
Joseph B. Copeland, San Antonio 
John K. Glen, Houston 
Louis C. Heare, Port Arthur 
Milford O. Rouse, Dallas 


Troy A. Shafer, Harlingen 
Truman C. Terrell, Fort Worth 
James H. Wooten Jr., Columbus 


UTAH 
George M. Fister, Ogden 


VERMONT 
James P. Hammond, Bennington 


VIRGINIA 
Vincent W. Archer, Charlottesville 
W. Linwood Ball, Richmond 
Rufus Brittain, Tazewell 


WASHINGTON 
M. Shelby Jared, Seattle 
Jesse W. Read, Tacoma 
Alvia G. Young, Wenatchee 


WEST VIRGINIA 
Frank J. Holroyd, Princeton 
Walter E. Vest, Huntington 


WISCONSIN 
Stephen E. Gavin, Fond du Lac 
Joseph C. Griffith, Milwaukee 
William D. Stovall, Madison 
Dexter H. Witte, Milwaukee 


WYOMING 
Albert T. Sudman, Green River 


DELEGATES FROM THE SECTIONS AND GOVERNMENT SERVICES 


ANESTHESIOLOGY 
Edward B. Tuohy, Los Angeles 


DERMATOLOGY 


Winfred A. Showman, Tulsa, Okla. 


DISEASES OF THE CHEST 
Hollis E. Johnson, Nashville, Tenn. 


EXPERIMENTAL MEDICINE 
AND THERAPEUTICS 
Edgar V. Allen, Rochester, Minn. 


GASTROENTEROLOGY AND 
PROCTOLOGY 
Stuart T. Ross, Garden City, N. Y. 


GENERAL PRACTICE 
Lester D. Bibler, Indianapolis 


INTERNAL MEDICINE 
Charles T. Stone Sr., Galveston, 
Texas 


LARYNGOLOGY, OTOLOGY 
AND RHINOLOGY 
Gordon F. Harkness, Davenport, 
lowa 


MILITARY MEDICINE 
Charles L. Leedham, Cleveland 
NERVOUS AND MENTAL 
DISEASES 
Francis M. Forster, Washington, 
D. C. 


OBSTETRICS AND GYNE- 
COLOGY 


Ralph E. Campbell, Madison, Wis. 


OPHTHALMOLOGY 
Ralph O. Rychener, Memphis, 
Tenn. 


ORTHOPEDIC SURGERY 
H. Relton McCarroll, St. Louis 


PATHOLOGY AND 
PHYSIOLOGY 


Lall G. Montgomery, Muncie, Ind. 


PEDIATRICS 
Woodruff L. Crawford, Rockford 


PHYSICAL MEDICINE 


Frank H. Krusen, Rochester, Minn. 


PREVENTIVE MEDICINE 
R. T. Johnstone, Los Angeles 
RADIOLOGY 
Eugene P. Pendergrass, 
Philadelphia 
SURGERY, GENERAL AND 
ABDOMINAL 
Grover C. Penberthy, Detroit 


UROLOGY 
Jay J. Crane, Los Angeles 


UNITED STATES AIR FORCE 
Dan C. Ogle 


UNITED STATES ARMY 
James P. Cooney 


UNITED STATES NAVY 
Bruce E. Bradley 


PUBLIC HEALTH SERVICE 
Leroy E. Burney 


VETERANS ADMINISTRATION 
Roy A. Wolford 


There will be present also two 
student delegates trom the Student 
American Medical Association. 


REFERENCE COMMITTEES OF THE HOUSE 
OF DELEGATES 
The Speaker of the House of Delegates Dr. E. Vincent Askey, 


California, has appointed the following delegates to serve on the 
reference committees of the House at the New York meeting: 


Executive Session 
Microrp O. Rouse, Chairman, Texas 
Vincent W. Arcuer, Virginia 
L. Howarp Scuriver, Ohio 
Georce M. Fister, Utah 
Dexter W. Wirre, Wisconsin 
Amendments to the Constitution and Bylaws 
CuirForD C, SHERBURNE, Chairman, Ohio 
Jay J. Crane, Section on Urclogy 
Hoyt B. Woo..ey, Idaho 
D. Hitt, North Carolina 
Wixus H. Huron, Michigan 


Hygiene, Public Health, and Industrial Health 
Joun N. Chairman, Connecticut 
Cynit J. Arrwoon, California 
RayMonp T. Hotpen, Washington, D. 
FrRANcis C, COLEMAN, lowa 
Henry F. Howe, Massachusetts 


Board of Trustees and Secretary, Reports of 
Wyman D. Barrett, Chairman, Michigan 
J. P. Cu_peprer Jr., Mississippi 
J. STANLEY KENNEY, New York 
CLEON A, Nare, Indiana 
EvMer G, SHELLEY, Pennsylvania 


Insurance and Medical Service 
James P, HAMMOND, Chairman, Vermont 
F, New Jersey 
Ravpu E, CAMPBELL, Section on Obstetrics and 
Gynecology 
Tuomas W. McCreary, Pennsylvania 
Car. S. Munpy, Ohio 


Credentials 
R. T. Jounstone, Chairman, Section on Preventive Legislation and Public Relations 
Medicine Sam J. McC.Lenvon, Chairman, California 


A. A. LAMPERT, South Dakota 

SPENCER A, KIRKLAND, Georgia 

JaMeEs GREENOUGH, New York 

Epwarp B. Touny, Section on Anesthesiology 


Percy E. Hopkins, Illinois 

R. J. Azzari, New York 

WILLIAM WeEsTON Jr., South Carolina 
Wooprurr L. Crawrorp, Section on Pediatrics 
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Medical Education and Hospitals Rules and Order of Business 
James Z. Appet, Chairman, Pennsylvania Water P. ANDERTON, Chairman, New York 


Leroy E. Burney, Public Health Service 

R. STANLEY KNEESHAW, California 

H, Jones, Louisiana 

Grover C. Penserruy, Section on Surgery, General and 


Eustace A, ALLEN, Georgia 
Gitson ENGEL, Pennsylvania 
Ear. F, Lemincer, Nebraska 


Abdominal Joun K. GiEN, Texas 
Medical Military Affairs Sections and Section Work 
Westey W. Chairman, Nevada Cuarves J. Chairman, Rhode Island 
Francis T. HOLLAND, Florida Bryce Ropinson Alabama 


Donovan F. Warp, 
W. Vinson Pierce, Kentucky 
NICHOLAS S, SCARCELLO, Massachusetts 


Jesse D. Arizona 
FRANK A, California 
H. Kenneru Scatter, Ulinois 


Miscellaneous Business 


Perer |. DiNatace, Chairman, New York Tellers 

J. ARNOLD BARGEN, \linnesota JOHN S. Detar, Chairman, \lichigan 
Durwarp G, Missouri Epwarp E, H. Colorado 
Witkie D. Hoover, Oklahoma Harry L. AnNoup Jr., Hawaii 

S. Faison, North Carolina Watcrer C, Borneaterer, Hlinois 


H. Linron January, New Mexico 
Reports of Officers 


Ropert N. Chairman, lowa 


Texas Sergeants at Arms 


EUGENE PENDERGR ASS Section on Radiology ‘THOMAS Ni Cit IRE, \laster Sergeant, Delaware 

James P. Cooney, United States Army Paut Wurre, Hlinois 

Grorce F, Gsece, Kansas Sancnez-CastTano, Puerto Rico 


OFFICERS OF THE AMERICAN MEDICAL ASSOCIATION, 1956-57 


PresipENtT—Dwight H. Murray, Napa, Calif. |. Late Ludwig, Los 1959; H, B. Mul- Davidson, Chairman, Boston, 1959; C, A. 
holland, Charlottesville, R. M. Me- Sinith, 1960; D. B, Hand, Geneva, 
PRESIDEN T-ELECT—David B. Allman. Keown, Coos Bay, Ore., E. Wertz, N. Y., 1960; R. Jackson, Columbia, Mo., 1961; 
Atlantic City, N. J. Buffalo, 1961; T. J. ‘Torrington, cs, Cow H: 1961; P. L. 
Conn., 1961; Mr. G. W. Cooley, Acting Secre- White, Secretary, Chica 
Vic ~ PRESIDENT—F. S. Crockett, tary, Chicago. V 
est L afayette, Ind. Councit on INpusTRIAL S. Richards, 
COUNCIL ON CONSTITUTION Bytaws—W., W. Salt 5 ‘ity, ]. H. Sterner, Rochester, l 
SECRETARY AND GENERAL MANAGER—George F. Furey, Chicago, 1957; 8. H. Osborn, Hart- 7. R Johnstone, Los Angeles, 
ull, Chicago, ford, Conn., 1958; Winslow, Rochester, 58. Mcl Wilmington, Del., 1958: 
N. Y 959: B. S. Pickett Sr., C hairman. Car Shak, Tole Ohio, 1958; N. Galli- 
ASSISTANT SECRETARY—Ernest B. Howard, rizo Spring, Texas, 1960: Walter E. | Vest. \ an, East Hartford, Conn., 1959; V. C. Baird, 
thicago. Huntington, W.Va., 1961; J. Reuling, Houston, 1959; O. A, S: Mil- 
Windemere, Fla.; the President, and the Wi —. 1959; R. A. Kehoe, C incinnati, 1960; 
J. Moore, Chicago. Speaker and Vice Speaker of the House of iummond, Ind., 1960; W. P. 
Delegates. She z ard, Chairman, New York, 196 


M. N. 

SPEAKER, Howse or Detecares—E. Vincent re Newquist, New 1961; B. D. Holland, 
Askey, Los Angeles. STANDING COMMITTEES OF THE Secretary, Chica 

BOARD OF TRUSTEES 

Vice SpeEAKER, House OF DELEGATES— 


Cer. Fla OUNCIL ON NATIONAL Derense—R. A. Benson, 


Councit ON Drucs—T. Sollmann, Chairman, Bremerton, Wash., 1957; P. H. Long, Brooklyn, 
Cc ‘land, 1957; J. P. Leake, Washington, 1957; R. Sensenich, South Be: Ind., 1958; 
DITOR Austin Smith, Chicago. 1957; A. C. Curtis, Ann Arbor, Mich., Lueth, Evanston, 1958; H. S. Diehl, 
¢ ‘ ¢ 5 
Chicago. Seevers, Ann Arbor, Mich., 1958; T. M. Brown, sas City, Mo., 1960; ‘B. Martin, Norfolk, 
) 
Boarp srers—J. RK. Reuling, Windemere, 1938: J. 1950. Weight, « evel: Poe 1961; 
Fla., 19 J. R. MeVay, Kansas City, } 20.5 W. G. Workman, Bethe _ cng 1959; F. A. ton, Secretary, Chicago. 
957; E. Hamilton, Kankakee Ill., 1958; Simeone, Cleveland. 195 A. Des iustedt, 
G. Gundersen, Chairman, La Crosse, Wis., Chicago, 1960; I. Starr, hil. idelpl ¢ 
H. Hussey, J. M. Hayman, Boston, 1960; E, M. K. Geiling, 1937: A. ight. Williston, 
L.. Blasingame, varton, Texas, 1959; Chicago, 1961; E. M. Nelson, Washington, 
1 Bi N. 1960:° T. P N. D., 1957; F. Crockett, Chi Latay 
Com. 1960; P. Price, % H. Boston, 1961, ette, Ind., 1958; G. F. Bond, Bat Cave, N. 
Florence, §. C., 1961; the President; the Presi- SECTELATY, 1958; C. S. Mundy, Toledo, Ohio, 1959; C. R. 
. Henry, Little Rock, Ark., 1959; F. A. Hum- 
dent-Elect; and ex olficio, Vice Pre Counc, ox ScieNtiric Assempiy—S. P. New- phrey, Ft. Collins, 1960. N. H. Coan 
ou af Uolvees. man, Denver, 1957; J. R. MeVay, Kansas City, E. Hampton, Conn. _ 1960; A. T. Stewart, Lub- 
Mo., 1957; H. R. Viets, Brookline, Mass., hock, Texas, 1961: C. B. Andrews, Sonoma, 
STANDING COMMITTEES OF THE 1958; * 4. i. Phite +. G hicago, 1958; S. P. Rei- Calif., 1961; Mrs. A. Hibbard, Secre tary, 
HOUSE OF DELEGATES mann, Philade ‘Iphia, 1959; A. McMahon, Chicago. 
Cc St. Louis, 59: L. W. Larson, Bis- 
H. Pe: an. mare D., 1960; A. Linecke, Carrollton, Councu. Me: T 
1958; M. Hutcheson, Richmond, 1961; T. G. Hull, Secretary, Chicago, 1957; L. H. Bartemeier, Chairman, Baltimore, 
‘a., 1959; L. uie, Rochester, Minn., 1960: 1958; W. H. Baer, Peoria, Il., 1958; F. 
R. Francisco. 1961: G. F. Lull, Councit. oN MEDICAL H. H. Reese, Gerty, Chicago, 1958; L. H. Smith, Phila- 
Secretary, Chicago Madison, Wis., 1957; D. Vail, Chicago, 1957, delphia, 1959; G. E. Gardner, Boston, 1959; 
S. Warren, Boston, + 957. R. Chamberlain, Fk. M. Forster, Washington, D. C., 1960; R, J. 
CouNctU. ON MeEDbDIC AL EDUCATION AND Hos- Philade ‘Iphia, 1958 G lasser, Cc leveland, P lunke tt. Secre ti ivy, hic ‘ado. 
1957; H. G. Weiskotten, Chairman, Skane- ost an Francisco, a9 Arusen, COMMITTEE ON LEGISLAT Reuli 
ateles, N.Y., 1957; V. Johnson, Rochester, Chairman, Rochester, Minn., 1959; M. R. Windeme Fla.. C. Blaisdell 
Mass., 195 Stone Sr., Galveston, Texas Daitimore | 3. Je omas ittsburgh Gable é g Jes N 
1959; W. A. Bunten, Cheyenne, Wyo., 1959; 1960; G, E. Wakerlin, Chicago, 1961; W. B. Gables, Fla.; Banville, [Des Moines, 
. M. Faulkner, Cambridge, Mas 1960 Allan, Baltimore, 1961; R. E. DeForest, Secre- Holroyd, Princeton, W. Va.; J. Lafe Ludwig, 
English, Danville, Il., 1960; G. A. Caliies ve tary, Chicago. Los Angeles; J. E. McDonald, Tulsa, a.; 
New Orleans, 1961; J. W. Cline, San Fran- : J. R. MeVay, Kansas C ity, Mo.; 1. Olan Meeker, 
cisco, 1961; E. L. Turner, Secretary, Chicago. Counciu, on Foopvs anp Nurarrion—W. H. Riverside, Conn.; M. L. Phelps, Denver; G. 
; Griffith, Los Angie. ba V. J. Darby, Twente, ‘Jackson, Miss.; Mr. W. E. Whyte, 
sman oval Gables son, is., 1958; . Youmans ashville, 
Fla., 1958; J. F. Burton, Oklahoma City, 1958; Tenn., 1958; L. A. Maynard, Ithac , it 
J. D. McCarthy, Chairman, Omaha, 1959: 1959; G. A. Goldsmith, New Guisene. 1959: * Deceased 


The Secretary, Assistant Secretary and Editor are ex officio members of all Standing Committees 
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REGISTRATION 


The Registration Bureau will be located in the entrance lobby 
of the New York Coliseum and will be open from 12 noon to 
4 p. m. Sunday, June 2; from 8 a. m, to 5:30 p. m. Monday, 
June 3; from 8:30 a. m. to 5:30 p.m. Tuesday, Wednesday and 
Thursday, June 4, 5 and 6; and until noon on Friday, June 7. 

An information window will be operated in connection with 
the Registration Bureau. 


Who May Register 

Membeors—Active, Affiliate, Associate, Service, and Honorary 
—and invited guests may take part in the work of the sections 
and may register for attendance at meetings. 

Residents, interns, senior medical students, Student A, M. A. 
members, and registered nurses will be given registration cards 
at a designated window. These should be filled in and presented 
at the window indicated, together with a card or letter signed 
by the superintendent of the hospital where they are registered 
or the dean of the medical school they attend, 


Register Early 

Members living in the New York City area, as well as all 
other physicians who are in New York City on Sunday, should 
register as early as possible. They may register on Sunday, 
June 2, between 12 noon and 4 p. m. 

The names and convention or local addresses of those who 
register will be included in the Daily Bulletin. This will enable 
visiting physicians to find friends who have registered. 


Suggestions That Will Facilitate Registration 
Members who have Advance Registration Cards can be 
registered with little or no delay, if the following information is 
filled in prior to registering: 
The name of your convention hotel or local address, the 
number of guests you wish to register, and a check mark 
oppose the Scientific Section in which you wish to vote. 


Present completed card at windows marked “Advance Regis- 
tration” and you will receive a badge and a copy of the Official 
Program, 

Members without Advance Registration Cards will find blank 
cards to fill in on tables near the registration windows. The 
filled in card should be presented, together with your American 
Medical Association Membership pocket card, at the window 
indicated. Your pocket card will be returned to you and you 
will receive a badge and a copy of the Official Program. 


Scientific Assembly Registration for General Officers and 
Delegates at the Waldorf-Astoria Hotel 


General officers of the American Medical Association and 
members of the House of Delegates may register for the 
Scientific Assembly near the entrance to the Grand Ballroom 
at the Waldorf-Astoria Hotel on Monday, June 3, beginning at 
8 a. m. Delegates are requested to register for the Scientific 
Assembly before presenting credentials to the Reference Com- 
mittee on Credentials of the House of Delegates. Delegates are 
urged to register early so that all members of the House of 
Delegates may be seated in time for the opening session of the 
House, which will convene at 10 a. m. Monday, June 3. 

If any delegate or officer is in New York on Saturday or 
Sunday, June | or 2, he may register for the Scientific Assem- 
bly in the Secretary's Office in the Regency Suite of the Waldorf- 
Astoria. 


Registration for Lay Executive Secretaries 
Lay executive secretaries of component and constituent 
associations may register in the Secretary's Office in the Regency 
Suite at the Waldorf-Astoria Hotel any time Saturday or Sun- 
day, June 1 and 2, or any time after 12 noon Monday, June 3, 
during the week of the session, 


HOUSE OF DELEGATES 


The House of Delegates will meet at 10 a. m. Monday, 
June 3, 1957, in the Grand Ballroom of the Waldorf-Astoria 
Hotel. 

The Reference Committee on Credentials will meet near the 
entrance to the Grand Ballroom at 8:30 a. m., Monday, June 3, 
1957. Credentials should be presented to the Reference Com- 
mittee on Credentials as early as possible, so that the official 
roll of the House may be prepared and the House of Delegates 
may organize promptly and proceed with its business. The 
Reference Committee on Credentials will also meet preceding 
each subsequent meeting of the House of Delegates. 

Sach delegate should present properly executed credentials 
signed by the president or secretary of the constituent associa- 
tion, by the chairman or secretary of the section, or by the 


surgeon general or chief medical director of the government 
service he represents. Alternates presenting credentials should 
see that the delegates whose places they are to take have signed 
the alternate authorization, 

Each delegate, before registering with the Reference Com 
mittee on Credentials, should register for the Scientific Assem- 
bly at a desk near the entrance to the Grand Ballroom. 

Meeting rooms have been provided for the use of Reference 
Committees of the House of Delegates. Reference Committee 
meetings must be held at the time and in the room assigned so 
that any who are interested in referred matters may appear 
before the committees. 

Typists will be available in the Secretary’s Office (Regency 
Suite) for preparing official reports, resolutions, and motions. 


FOR PHYSICIANS ONLY 


On Tuesday and Wednesday, June 4 and 5, the Scientific and 
Technical Exhibits, as well as the Television and Motion Picture 
programs at the New York Coliseum will be open to A. M. A. 


Member Physicians only from 8:30 a. m. to 12 noon. Only 
physicians wearing a physician’s badge will be admitted to the 
Coliseum Exhibit area on Tuesday and Wednesday mornings. 


MEETING PLACES 


House oF Devecares: Grand Ballroom, Waldorf-Astoria 
Hotel, Park Avenue and 50th Street. 


GENERAL SCIENTIFIC MreeTINGS: New York Coliseum. 


InauGURAL CreREMONY: Grand Ballroom, Waldorf-Astoria 
Hotel. 


Morion Picrures: Theater and Barbizon Room, Barbizon- 
Plaza Hotel, 106 Central Park South. 


Coton TELEVISION: Room 5, 4th floor, New York Coliseum. 


GENERAL HEADQUARTERS, REGISTRATION BUREAU, SCIENTIFIC 
Exuisir, TECHNICAL EXHIBITS AND INFORMATION BuREAU: New 
York Coliseum. 
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SECTIONS OF SCIENTIFIC ASSEMBLY 
ANESTHESIOLOGY: Terrace Room, The Plaza, Fifth Avenue 
and 59th Street. 


DerMaTroLocy: Tudor Room, Henry Hudson Hotel, 353 W. 
57th Street. 


Diseases OF THE CHEst: Tudor Room, Henry Hudson Hotel, 
353 W. 57th Street. 


EXPPRIMENTAL MEDICINE AND THERAPEUTICS: Ballroom, The 
Plaza, Fifth Avenue and 59th Street. 


GASTROENTEROLOGY AND ProcroLocy: Room 4, 4th floor, 
New York Coliseum. 


GENERAL Practice: Ballroom, Henry Hudson Hotel, 353 W. 
57th Street. 


INTERNAL Mepicine: Ballroom, The Plaza, Fifth Avenue and 
59th Street. 


LARYNGOLOGY, OroLocy AND KuinoLtocy: Ballroom, Park 
Sheraton Hotel, Seventh Avenue and 56th Street. 


Mivirary Mepicine: Room 1, 2d floor, New York Coliseum. 


Nervous AND MENTAL Diseases: Colonnades, Essex House, 
160 Central Park South. 


J.A.M.A., April 20, 1957 


OsstTeTRICS AND GyNEcOLOGY: Ballroom, Henry Hudson Ho- 
tel, 353 W. 57th Street. 
OpHTHALMOLOGY: Ballroom, Park Sheraton Hotel, Seventh 
Avenue and 56th Street. 
OrtHorepic SurGcery: Room 2, 2d floor, New York Coliseum. 
PATHOLOGY AND PHystoLocy: Room 1, 2d floor, New York 
Coliseum. 
Pepiatrics: Terrace Room, The Plaza, Fifth Avenue and 
59th Street. 
PuysicaL Mepicine: Forum Room, Park Sheraton Hotel, 
Seventh Avenue and 56th Street. 
PREVENTIVE Mepicine: Room 3, 3d floor, New York Coliseum. 
RapioLtocy: Room 2, 2d floor, New York Coliseum, 
SuRGERY, GENERAL AND ABDOMINAL: Room 4, 4th floor, New 
York Coliseum. 
Urotocy: Colonnades, Essex House, 160 Central Park South. 
MisceLLANgous Topics, SESSION ON ALLERGY: Room 3, 3d 
floor, New York Coliseum; Session ON LeGcaL Mepicine: Tudor 
Room, Henry Hudson Hotel, 353 W. 57th Street; SEsston ON 
MepicaL CoMMUNICATION: Room 3, 3d floor, New York Coli- 
seum. 


The New York Coliseum is located in Columbus Circle. 


NEW YORK HOTEL RESERVATIONS 


If hotel reservations have not yet been secured by physicians 
other than delegates or officers ot the Association who expect 
to attend the New York meeting, it is suggested that such 
physicians fill in and send directly to the A. M. A. Subcommit- 
tee on Hotels, c/o New York Convention and Visitors Bureau, 
90 E, 42d St., New York 17, the application form that may 


be found on advertising page 163 of this issue of THe JouRNAL. 
Applications for hotel reservations should not be sent to the 
American Medical Association offices in Chicago. That will 
delay receipt of the application by the Subcommittee on Hotels 
and processing of your hotel reservation, 


INAUGURAL CEREMONY 


Dr. David B: Allman, Atlantic City, N. J., will be inaugurated 
as President of the American Medical Association at special 
ceremonies Tuesday evening, June 4, in the Grand Ballroom of 
the Waldorf-Astoria Hotel. The program will be telecast locally 
to the general public. 


In addition to Dr. Allman’s inaugural address, the ceremony 
will feature a concert by the United States Army Chorus. 


The Inaugural Ceremony is open to physicians and _ their 
families, exhibitors, and guests. 


ENTERTAINMENT 


President’s Reception and Ball 
The President of the Association will be honored after the 
Inaugural Ceremony with a reception and ball, to be held in 
the Grand Ballroom of the Waldorf-Astoria Hotel, Tuesday 
evening, June 4, from 10 p. m. to 1 a. m. Members of the 
Association and their guests are invited to attend, 


Physicians Art Exhibit 


The 20th annual art exhibition of the American Physicians 
Art Association will be held in conjunction with the Annual 
Meeting of the A. M. A. in New York City, June 3-4, 1957. 

All forms of art will be exhibited, with prizes given for a 
beginner’s class (less than three years’ pursuit of hobby) and 
an advanced class. The media represented include: oil still life, 
oil scapes, oil portraits, sculpture, photography, crafts, water 
colors, and pastels. Any member of the American Medical 
Association is eligible. The membership fees are $5 regular 
member and $20 sponsor member. The exhibit fee is $5 for 
each piece. Sponsor members may exhibit two pieces free. The 
exhibit is to be held on the second floor of the Coliseum (N. W. 
area). The deadline arrival date is May 25th. Address all com- 
munications to American Physicians Art Association, F. H. 
Redewill Jr., M.D., 124 E. Hadley St., Whittier, Calif. 


Postconvention Tours 


Medical Tours, P. O. 
Box 3433, Chicago 54, 
Ill., has planned tours 
to Europe and Bermu- 
da for doctors and their 
families after the 
A. M. A. Annual Meet- 
ing in New York City 
in June. Special clinical 
meetings have been 
planned in London, 
Paris, and Geneva. For 
information, write to 
the above address. 


Bridge of Sighs in Venice. 


| 
1 
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ony 


Vol. 163, No. 16 


Luncheons, Dinners and Meetings of Fraternity, Alumni and 
Other Organizations 


Avpoa Kappa Kappa, Luncheon, Wednesday, June 5, 12:30 
p. m., Stampler’s Filet Mignon Restaurant, Tickets available 
from Dr. Charles D. Marple, 4 Deklyn Terrace, Rowayton, 
Conn. 

AMERICAN Puysictans for the Israel Medical 
Association, Annual Assembly and Cocktail Party, Sunday, 
June 2, 6:30 p. m., Commodore Hotel. 

Boston UNiversiry ScHoor or Mepicine ALUMNI Associa- 
TION, Dinner, Wednesday, June 5, 7:00 p. m., The Plaza Hotel. 
Tickets available from Grace E. Auburn, Boston University 
Alumni Office, 80 EF. Concord St., Boston 18. 

Curisttan Mepicat Socrery, Annual Banquet, Thursday, 
June 6, 6:30 p. m., place to be announced, Tickets available 
from C. M. S. Office, 108 N. Dearborn St., Chicago, or at 
New York Coliseum, Booth G-3. 

Cuicaco Mepicat Scuoo., Dinner, Wednesday, June 5, 
6:15 p. m., Park Sheraton Hotel. Informal reception at Alumni 
lounge during convention week at > Park Sheraton. Tickets 
available from Chicago Medical School, 710 S. Wolcott, 
Chicago. 

Courece or ALUMNI ASSOCIATION, 
Dinner, Wednesday, June 5, time and place to be announced. 

CoLLece OF PHYSICIANS AND SURGEONS ALUMNI ASSOCIATION 
(Columbia University ), Reception and Cocktail Party, Wednes- 
day, June 5, 5:30 p. m., Columbia University Club, 4 W. 43rd 
St. Tickets available from Alumni Office. 

Cornett Universtry Mepicat ALUMNI Associa- 
ron, Luncheon, Thursday, June 6, 12:45 p. m., New York 
Hospital-Cornell Medical Center, ‘Tickets available from 
Alumni Office. 

CreiGHton Universiry ALUMNI Association, Dinner, Thurs- 
day, June 6. Time and place to be announced, 

Duke Universtry Mepicat. ALUMNE Association, Dinner, 
Wednesday, June 5. Time and place to be announced. ‘Tickets 
available from: Dr. T. L. Peer, Box 3811, Duke Hospital, 
Durham, N.C. 

FepERATION oF Prysictans” Gutitps, Dinner, 
Wednesday, June 5, 6:30 p. m., Grand Ballroom—Waldorf- 
Astoria Hotel. Tickets available from Federation Office, 453 
Madison Ave., New York 22. 

HAHNEMANN Mepicat ALuMNt Association, Din- 
ner, Wednesday, June 5, 6 p. m., Cavanaghs, 258 W. 25rd St., 
New York City. Tickets available from Alumni Office. 

Harvarp Mepicart AssociaTion, Informal Social 
Hour, Thursday, June 6, 5 to 7 p. m., Harvard Club of New 
York, 27 W. 44th St. Tickets not necessary. 

Henry Mepican Association, Reception 
and Cocktails, Tuesday, June 4, 5:30 to 7 p. m., Waldorf- 
Astoria Hotel, Rooms 4-JKL. 

JEFFERSON Mepicat ALUMNE Association, Dinner, 
Wednesday, June 5, 7 p. m., Leone’s Restaurant, 239 W. 48th 
St. Tickets available from Alumni Office, 1025 Walnut St., 
Philadelphia. 

Jouns Hopkins Universrry, Dinner, Wednesday, June 5, 
7 p. m., Waldorf-Astoria, Astor Gallery. 

KNICKERBOCKER Hosprrat ALUMNI Association, Luncheon, 
Thursday, June 6, 12 noon, Knickerbocker Hospital, 70 Con- 
vent Ave., New York City, Tickets not necessary. 

Loyoia University Mepicat ALUMNt Association, Cocktail 
Party, Wednesday, June 5th, 6:00 p. m., Waldorf-Astoria, 

LUTHERAN Mepicat Mission Association, Dinner, Wednes- 
day, June 5, 6:30 p. m., meet at True Light Chinese Mission, 
195 Worth St. Tickets available from Mrs. John Jensen, 825 
58th St., Brooklyn, N. Y. 

Marouetre MepicaL ALUMN1, Luncheon, Thursday, June 6, 
12:30 p. m., Coliseum, Room 262 (South America Room). 
Tickets available from Alumni Office. 


THE NEW YORK MEETING 1497 

Mayo ALumMNi Association, Cocktail Party, Tuesday, June 4, 
6:30 p. m., Hotel Statler. Tickets available from George F. 
Schmitt, 30S, E. Eighth St., Miami, Fla. 

Universrry Grapuates Sociery, Dinner, Wednes- 
day, June 5, 6 p. m., Yale Club, 50 Vanderbilt Ave. 

NATIONAL FEDERATION OF CATHOLIC PHysiciaANs GuILDs, 
Twenty-fifth anniversary Mass, St. Patrick’s Cathedral, Wednes- 
day, June 5th, 9:00 a. m.; Silver Jubilee Dinner, Grand Ball- 
room, Waldorf-Astoria Hotel, Wednesday, June 5th, 6:30 p. m. 

New York Mepicat Cottece ALUMN1 Association, Lunch- 
eon, Thursday, June 6, 12 noon, New York Medical College. 
Tickets available from Alumni Office. 

NORTHWESTERN UNiversrry Mepicat Diviston ALUMNI 
Association, Luncheon, Thursday, June 6, 12:30 p, m., Uni- 
versity Club (Oak Room), 1 W. 54th St. Tickets available 
from Alumni Office, 303 E, Chicago Ave., Chicago 11. 

Put Bera Pi, Informal luncheon may be planned. Time and 
place to be announced. 

Pot Mepicat Frarerntry, Luncheon, Wednesday, June 
5, 12 noon, New York Athletic Club. 

Put Devra Epsiton, Open House, Wednesday, June 5, 9 
p.m. to midnight, Belmont Plaza Hotel. Tickets not necessary. 

Put Kappa) Mepical Frarernrry, Luncheon, 
Wednesday, June 5, 12 noon, Henry Hudson Hotel. Tickets 
available from Dr. Nathan Davis, 27 W. 55th St., New York 
City. 

Put Rio Sigma FRareRNrry, Luncheon, Wednesday, June 5, 
12:15 p. m., Bob Olin’s Cafe, Central Park and 61st Street. 

Rusu Mepican Cottece ALUMNI Association, Luncheon, 
Thursday, June 6, 12:15 p. m., The Plaza Hotel. Tickets avail- 
able from Alumni Office, Rush Medical College, 1758 W. Har- 
rison St., Chicago. 

St. Lours Universtry ScHoon Or Merpicine ALUMNI Asso- 
CIATION, Dinner, Wednesday, June 5, 6:30 p, m., Savoy-Plaza. 
Tickets available from Alumni Office, 1402 S. Grand, St. Louis 4. 

Tempe Universiry Mepical ALUMNAE, Luncheon, Thurs- 
day, June 6, Time and place to be announced. 

THera Kappa Pst, Luncheon, Wednesday, June 5, 1:00 p. m., 
Henry Hudson Hotel. Tickets available from N. Philip Norman, 
MI.D., 19 East 88th Street, New York 25. 

Turts Mepicat. ALUMNI Association, Social Party, Wednes- 
day, June 5, 5 to 7 p. m., Park Sheraton Hotel. Tickets not 
necessary. 

Universiry Lovuisvitte ALUMNt Association, Dinner. 
Details to be announced. 

Universtry or MARYLAND ALUMNI Association, Cocktail 
Party, Wednesday, June 5, 5 to 7 p. m., Coliseum Cocktail 
Lounge, Second Mezzanine Floor. Tickets available from Dr. 
Joseph Nataro, 172 Littleton Ave., Newark 3, N, J. 

UNiverstry OF NeBRASKA COLLEGE OF MEDICINE ALUMNI 
AssociaTion, Luncheon, Thursday, June 6, 12:30 p. m., Plaza 
Hotel. Tickets available from Alumni Office. 

Universtry OF PENNSYLVANIA MebICAL ALUMNI SOCIETY, 
Dinner, Wednesday, June 5, 7 p. m. Cocktails—Cash bar—6:30, 
Waldort-Astoria Janssen Room, 

Universiry oF COLLEGE OF MEDICINE ALUMNI, 
Dinner, Wednesday, June 5, 6 p. m., Princeton Club, 39 E. 
39th St. Tickets available from Dean’s Office, College of Medi- 
cine, University of Vermont, Burlington, Vt. 

WomaAN’s AUXILIARY TO THE AMERICAN MEDICAL Associa- 
TION, Luncheons, Tuesday and Wednesday, June 4 and 5— 
Hotel Roosevelt, 12:30 p. m. Tea, Monday, June 3, Tavern on 
the Green, 3:30 to 5 p. m., Dinner, Wednesday, June 5, Hotel 
Roosevelt, 6:30. 

Woman's Mepicat CoLLeGe OF PENNSYLVANIA ALUMNAE 
Association, Dinner, Wednesday, June 5, Beekman Tower— 
Ballroom, Tickets available from Alumnae Office, 
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LOCAL COMMITTEE ON ARRANGEMENTS 


General Committee 
GeraLtp D, Dorman, General Chairman 


HONORARY VICE CHAIRMEN 


Philip D. Allen 


Walter P. Anderton Cyril M. Levin 


R. J. Azzari John E, Lowry 
Louis Berger John kK. Lucey 
Monroe M. Broad David Lyall 


Norton S. Brown Charles F. McCarty 
Meyeron Coe John J. Masterson 
Joseph E. Corr Harold R. Merwarth 
Walter Einhorn Frank H. Peters 
John L, Finnegan William B. Rawls 
George W. Fish Charles W. Rieber 
E. P. Flood Alfred Ring 

John J. Flynn Solomon Schussheim 
Samuel Z. Freedman George Schwartz 
Thurman B, Givan Laurence Viola 
Joseph Golomb Samuel Wagreich 


James Greenough David Weeks 
Leif G. Jensen Max Werner 
Aaron kottler F. A. Wurzbach Jr. 


Subcommittee on Registration and Information 
James Ewinc, Chairman 


Roy G. Aiello Philip L. Kaye 
Ermest R. Alexander Frank Lamberta 
Lawrence Ames Sydney L. Lang 
Joseph M. Andronaco Mortimer Lefkowitz 
John Beck Harry S. Lichtman 
Michael V. Bevilacqua Abram Lichtyger 
Bernard H. Blomquist Charles F. McCarty 
Michael A. Brescia Bernard Maisel 
Edward A. Burkhardt John G, Masterson 


Robert Calta Eunice B. Miles 
Sylvester A. Catalanello Francis Mitchell 
May E. Chinn David B. Monheit 
James F. Connell Jr. David Paris 


William A. Cooper 
John A. D’Anna 
B. J. DeRespinis 


Albert L. Patrick 
Joseph Pennino 
Michael Pollack 


Leo Dobrin John A, Randail 
Joseph Dolgin David Raskind 
Samuel Epstein Philip Roen 
Lawrence Essenson Kurt Rosenberg 


David Farber Abraham Sands 
William W. Field Joseph P. Sartori 
Irving G. Frohman Israel Schmierer 
Lee Gillette Joseph H. Siris 
Alvin F. Goldfarb Samuel Solomon 
Carl Goldmark Jr. Vincent M. Sottile 


Arthur Gordon Mary Spalding 
Mathilde M. Gould Louis Spector 
Alexander D. Gross Clifford L. Spingarn 
Loren P. Guy Charles E. Spratt 
Melvin G. Herman Raymond Stark 


George Himler Leslie Tisdall 
Arthur P. Kane William B. Waterman 
Abraham Kanof William E. F. Werner 


Subcommittee on House of Delegates Dinner 
C, Joseru Decaney, Chairman 
R. J. Azzari A. W. Martin Marino 
Thomas D’Angelo Charles W. Mueller 
E. P. Flood Daniel Porte 


John H. Garlock Adelaide Romaine 
Edwin A, Griffin F. A. Wurzbach Jr. 


George J. Lawrence Jr. 


Subcommittee on President's Reception 
Cuarves H, Loucnran, Chairman 
Sol Axelrad J. Stanley Kenney 
Herbert Berger Aaron kottler 
Albert H. Douglas Gervais McAuliffe 
Thurman B. Givan 


Subcommittee on Inaugural Meeting 
Perer M. Murray, Chairman 
Harry H. Epstein George J. Lawrence Jr. 
John J. Flynn Theresa Scanlon 
Jay Hershkowitz Joseph F. Worthen 


Subcommittee on Scientific Exhibits 
Dickinson W, Ricuarps, Chairman 


George E. Anderson Einar Sunde 

William J]. Lavelle Edward C. Veprovsky 
Edward H. Robitzek Abraham W. Victor 
Henry I. Russek Harold G. Wolff 
Jacob J. Silverman 


Subcommittee on Television 
Norton S, Brown, Chairman 


Alfred Angrist Abraham Segal 
Bernard Handler Joseph F, Shanaphy 
Leonard Heimoft James Thompson 
Robert Lucey Cornelius H. Traeger 
William B. Rawls Sam Wagreich 
Jacob Sarnoff Walter Wichern Jr. 
George Schaefer 

Subcommittee on Publicity and Printing 

InvinG J. Sanps, Chairman 

Albert B. Accettola 
Robert G. Hicks 


Jerome L. Leon 
Harry Most 


Solomon Schussheim 
Joseph Shanaphy 
Tobias M. Watson 


Subcommittee on Hotels 
Leon J. Warsuaw, Chairman 
Warren A, Lapp Charles H. Thom 
Morris Newberg 
Subcommittee on Finance 
SaMueL Z. FREEDMAN, Chairman 
A Leikensohn James L. O'Leary 
Anthony A. Mira Charles Stewart 
Subcommittee on Golf 
James Danrecs, Chairman 
Leonard B. Goldman 


Walter T. Heldmann 
Frank La Gattuta 


Samuel A. Thompson 
Robert F. Warren 


Subcommittee on Transportation and Sightseeing 
Evy E. Lazarus, Chairman 
Benjamin Bernstein David Shepard 
Leonard J. Brandman Harry Weiss 
Frederick Regan William L. Wheeler Jr. 


Subcommittee on Clubs and Alumni Reunions 
ALFRED INGEGNO, Chairman 
Arthur M. Master 


Jerome H, Schwartz 
William A. Schwarz 


Abraham Braunstein 
Anthony J. Cosentino 
David Kershner 

Madge C, L. McGuinness 


Subcommittee on Woman’s Auxiliary 
Mrs. Harry Chairman 
Mrs. E. Vurcason, Co-chairman 
Mrs. Dominick Ajello 
Mrs. Aaron Kottler 
Mrs. Harry S. Lichtman 


Mrs. John James Scalzo 
Mrs. Milton Spiegel 
Mrs. Joseph A. Squillace 
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WOMAN’S 


A cordial invitation is extended to all members of the 
Woman’s Auxiliary to the American Medical Association, their 
guests, and the guests of physicians attending the convention of 
the American Medical Association, to participate in all social 
functions and attend the general meetings of the Auxiliary. 


Preconvention Schedule 


SATURDAY, JUNE 1 


COMMITTEE MEETINGS—HOTEL ROOSEVELT 


1:00 p.m. Nominating Committee—Vanderbilt Suite No, 1 
(second floor), Mrs, Mason G. Lawson, Chairman. 

8:00 p.m. Finance Committee—Vanderbilt Suite No. 2 (sec- 
ond floor). Mrs. Jay G. Linn, Chairman, 


Sunpay, JUNE 2 


12:00 noon Registration and Exhibits—Baleony Lounge (mez- 

to zanine ). Members of the Hospitality Committee 

4:00 p.m. will welcome members and guests of the Woman's 
Auxiliary during the convention, 


COMMITTEE MEETINGS 


2:30 p.m. Revisions Committee—Vanderbilt Suite No. 1 
(second floor). Mrs. Mason G, Lawson, Acting 
Chairman. 


3:00 p.m. Resolutions Committee—Vanderbilt Suite No. 2 
(second floor). Mrs. Rollo K. Packard, Chairman. 


4:00 p.m. Nominating Committee—Vanderbilt Suite No. 6 
(second floor), Mrs. Mason G, Lawson, Chairman, 


BOARD OF DIRECTORS MEETING AND LUNCHEON 


10:30 a.m. Meeting—The Stuyvesant Suite (second floor), 
Mrs. Robert Flanders, President, presiding. 


1:00 p.m. Luncheon—Vanderbilt Suite No. 3-4-5 (second 
Hoor ). Mrs. Robert Flanders, President, presiding. 


Monpay, June 3 


9:00 a.m. Registration and Exhibits—Balcony Lounge (mez- 
to zanine ). 
5:00 p.m. 


ROUND TABLE DISCUSSIONS—MEMBERS INVITED 


Mrs, E, Arthur Underwood, presiding, Palm ‘Terrace 
Mrs. Clark Bailey, presiding, Madison Room 


9:00 a.m. Legislation—Palm Terrace (lobby). Mrs. Charles 
to L. Goodhand, Chairman. 
10:30 a. m. 


10:00 a.m. Today's Health—Madison Room (mezzanine ). 
to Mrs. C. Rodney Stoltz, Chairman, 
11:00 a. m. 


10:30 a.m. Public Relations—Palm Terrace (lobby). Mrs. F. 
to Erwin Tracy, Chairman. 
11:30 a. m. 
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AUXILIARY 


11:00 a.m. American Medical Education Foundation—\adi- 
to son Room (mezzanine). Mrs. Francis Fargher, 
12:00 noon Chairman. 


11:30 a.m. Program—Palm Terrace (lobby). Mrs. John M. 
to Chenault, Chairman. 
12:30 p.m. 


1:00 p.m. Publications, News Letters and Bulletin Circula- 

to tion—Madison Room (mezzanine), Mrs. E. M. 

2:30 pom. Egan, Chairman, Mrs. Matthew N. Hosmer, 
Chairman, 


1:30 p.m. Organization—Palm Terrace (lobby). Mrs, E. 
to Arthur Underwood, Chairman. 
2:30 p.m. 


TEA AND FASHION SHOW CENTRAL PARK 


3:30 p.m Honoring Mrs, Robert Flanders, President and 
to Mrs. Paul C. Craig, President-Elect. 
5:00 p.m. 


Special Guests: Members of the National Board 
of Directors, National Committee Chairmen, State 
Presidents, and Wives of Officers and Trustees of 
the American Medical Association, 

Hostesses: Woman's Auxiliary to the Medical So- 
ciety of the State of New York, 


Convention Program 


Turspay, June 4 


8:00 a.m. Registration and Exhibits— Ballroom Foyer (mez- 
to zanine ). 
4:00 p.m. 


8:45 a.m. Formal Opening of the 34th Annual Convention 
of the Woman's Auxiliary to the American Med- 
ical Association, Grand Ballroom (mezzanine ). 


INVOCATION 


The Reverend Doctor James N, Gettemy, Minister, Garden 
City Community Church, Garden City, New York, 


PLEDGE OF ALLEGIANCE TO THE FLAG 


Mrs. David W. Thomas, Past National President, 


PLEDGE OF LOYALTY 


Mrs. George Turner, Past National President, 


GREETINGS 
Dr. Philip D. Allen, President, New York County Medical 
Society. 


Dr. Gerald Dorman, General Convention Chairman, Amer- 
ican Medical Association. 


ADDRESS OF WELCOME 


Mrs. Albert Vander Veer Il, lmmediate Past President, 
Woman’s Auxiliary to the Medical Society of the State of 
New York. 


> 
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RESPONSE Presentation of National Auxiliary A. M. E. F. Awards. 


Mrs. Paul A. Clayton, President, Woman’s Auxiliary to the Finance (and presentation of the Budget for 1957-1958), 
Utah State Medical Association. Mrs. Jay G. Linn. 


History, Mrs. George Turner. 
PRESENTATION OF CONVENTION CHAIRMAN 


Mrs. Harry F. Pohlmann and Mrs. Elliott V. B. Vurgason. 


Legislation, Mrs. Charles L. Goodhand. 
Organization, Mrs. E. A. Underwood. 


ae 
earieceoctane Program, Mrs. John M. Chenault. 


Mrs. Robert Flanders, President. 
STATE REPORTS—EASTERN REGION 


SeEETATION OF PRESIDENT-ELECT Mrs. Edgar E. Quayle, Fourth Vice-President, Moderator. 


Mrs. Paul C, Craig. 
: as REPORT OF THE NOMINATING COMMITTEE FOR 1957 


not. CALL (First Reading), Mrs. Mason G. Lawson, Chairman. 


Mrs. Richard F. Stover, Constitutional Secretary. 
PRESENTATION OF ELECTION COMMITTEE AND TELLERS 


MINUTES OF THE THIRTY-THIRD ANNUAL CONVENTION ELECTION OF THE 1958 NOMINATING COMMITTEE 


Mrs. Richard F. Stover. 8:00 p.m. 
Opening Meeting of the American Medical Association Con- 
PRESENTATION OF PROGRAM vention. 
CONVENTION RULES OF ORDER 10:00 p.m 


Mrs. Luther H. Kice. Reception and Ball in Honor of the President of the American 
Medical Association, Grand Ballroom, Waldorf-Astoria 
ANNOUNCEMENT OF NATIONAL CONVENTION COMMITTEES Hotel 
Mrs. Robert Flanders, President. 
WEDNESDAY, JUNE 5 


IN MEMORIAM 
9:00 a.m. Registration and Exhibits— Ballroom Foyer (mez- 


to zanine ). 
4:00 p.m. 


Mrs. Lee S. Liggan, President, Woman's Auxiliary -to the 
Medical Society of Virginia. 


ADDRESS OF THE PRESIDENT 9:00 a.m. 
— General Meeting of the Woman’s Auxiliary to the American 


Medical Association, Grand Ballroom (mezzanine). Mrs. 
REPORTS OF OFFICERS Robert Flanders, President, presiding. 
President-Elect, Mrs. Paul C. Craig. 
First Vice-President, Mrs. E. Arthur Underwood. 
Treasurer (and auditor’s report), Mrs. M. A. Gold. Mrs. Richard F. Stover. 
Constitutional Secretary, Mrs. Richard F. Stover. 


MINUTES 


CONVENTION ANNOUNCEMENTS 
PRESENTATION OF NATIONAL DIRECTORS Mrs. Harry F. Pohlmann. 


REPORT OF BOARD OF DIRECTORS 


REPORT OF TELLERS—ELECTION OF THE 
Mrs. Robert Flanders. 


1958 NOMINATING COMMITTEE 


SOUTHERN RECIN REPORTS OF CHAIRMEN OF STANDING COMMITTEES (continued ) 


Mrs. Clark Bailey, Second Vice-President, \loderator. 2 7 
, Publications, Mrs. E. M. Egan. 
12:30 p.m. Public Relations, Mrs. F. Erwin Tracy. 

Luncheon in honor of the Past Presidents of the Woman’s Revisions, Mrs. Mason G. Lawson, Acting Chairman. 

Auxiliary to the American Medical Association, Palm Ter- , . 

Today's Health, Mrs. C. Rodney Stoltz. 
race Suite (lobby). Mrs. Robert Flanders, President, pre- — y 
siding. 

Guest Speaker: Dr. Howard Rusk, Professor and Chairman, 
Department of Physical Medicine and Rehabilitation, New 
York University—Bellevue Medical Center. “Sick People in STATE REPORTS—WESTERN REGION 
a Troubled World. Mrs. Carl E. Burkland, Fifth Vice-President, Moderator. 

Tickets: $6 (including tax and gratuity ). 


Presentation of Awards, Mr. Robert Enlow, Circulation 
rector, Today’s Health. 


2:30 p.m. REPORTS OF CHAIRMEN OF SPECIAL COMMITTEES 


Bulletin Circulation, Mrs. Matthew N. Hosmer. 
STATE REPORTS—~NORTH CENTRAL REGION Civil Defense, Mrs. Paul E. Rauschenbach. 


Mrs. Frank Gastineau, Third Vice-President, Moderator. Mental Health, Mrs. Aaron Margulis. 
REPORTS OF CHAIRMEN OF STANDING COMMITTEES Recruitment, Mrs. L. D. Jacobson. 


American Medical Education Foundation, Mrs. Francis Reference, Mrs. Rollo K, Packard, 
Fargher. Safety, Mrs. Thomas F., Reid. 
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REPORT OF THE CENTRAL OFFICE 
Miss Margaret N. Wolfe, Executive Secretary. 


12:30 p.m. 

Luncheon in honor of Mrs. Robert Flanders, President, and 
Mrs. Paul C. Craig, President-Elect, Palm Terrace Suite 
(lobby). Mrs. Mason G. Lawson, Past National President, 
presiding. 


Greetings: Dr. David B. Allman, President, American Medical 
Association. 


Guest Speaker: Dr. Dwight H. Murray, Immediate Past- 
President, American Medical Association. 


Presentation of Woman's Auxiliary Contribution to the Amer- 
ican Medical Education Foundation: Mrs. Robert Flanders, 
President. 


Presentation of A. M. E. F. Awards: Dr. George F. Lull, 
Vice-President, American Medical Education Foundation. 


Guests of Honor: Dr. Dwight H. Murray, Immediate Past 
President, American Medical Association; Dr, David B. 
Allman, President; Dr. Franklin S. Crockett, Vice-President: 
Dr. George F. Lull, Secretary and General Manager; Dr. 
Ernest B. Howard, Assistant Secretary; Dr. J. J. Moore, 
Treasurer; Dr. FE. Vincent Askey, Speaker. House of Dele- 
gates; Dr. Louis M. Orr, Vice-Speaker; Dr. Austin Smith, 
Editor; and members of the Board of Trustees—Dr. Gunnar 
Gundersen, Chairman; Dr, F. J. L. Blasingame, Dr. Edwin 
S. Hamilton, Dr. Hugh H. Hussy Jr., Dr. Leonard W. Lar- 
son, Dr. James R. MeVay, Dr. Thomas P. Murdock, Dr. 
Julian P. Price, Dr. James R. Reuling. 


Tickets: $6 (including tax and gratuity ). 


ROUND TABLE DISCUSSIONS— MEMBERS INVITED 
Mrs. Frank Gastineau, presiding, Ballroom. 
Mrs. Edgar FE. Quayle, presiding, Madison Room, 
2:30 p.m. Safety—Ballroom (mezzanine), Mrs. Thomas F. 


to Reid, Chairman. 
3:30 p.m. 


2:30 p.m. Recruitment—Madison Room (mezzanine). Mrs. 
to L. D. Jacobson, Chairman. 
3:30 p.m. 


3:30 p.m. Civil Defense—Ballroom (mezzanine). Mrs, Paul 


to E. Rauschenbach, Chairman. 

4:30 p.m 

3:30 p.m. Mental Health—Madison Room (mezzanine ). Mrs, 
to Aaron Margulis, Chairman. 

4:30 p.m 


INTERVIEWS AND CONFERENCES 


Mrs. Carl E. Burkland, presiding, Room E and F, 


2:30 p.m. Parliamentarian—Room E and F. Mrs, Luther H. 
to Kice. 

3:00 p.m 

3:00 p.m. Revisions—Room E and F. Mrs. Mason G, Law- 
to son, Acting Chairman. 

3:30 p.m 

3:30 p.m. Reference—Room E and F. Mrs. Rollo K. Packard, 
to Chairman. 

4:00 p.m. 

4:00 p.m. History—Room E and F. Mrs. George Turner, 


to Chairman. 
4:30 p.m. 


4:30 p.m. Finances—Room E and F, Mrs. M. A. Gold, 
to ‘Treasurer. Mrs. Jay G. Linn, Chairman. 
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THurspay, JUNE 6 


9:00 a.m. Registration and Exhibits—Ballroom Foyer (mez- 
to zanine ). 
12:00 noon 


9:00 a. m. 

General Meeting of the Woman’s Auxiliary to the American 
Medical Association, Grand Ballroom (mezzanine). Mrs. 
Robert Flanders, President, presiding. 

MINUTES 


Mrs. Richard F. Stover. 


CONVENTION ANNOUNCEMENTS 


Mrs. Harry F. Pohlmann. 


REPORT OF THE CREDENTIALS AND REGISTRATION COMMITTEE 


Mrs. Isadore Zadek, Chairman. 


NEW BUSINESS 


Revisions to the Constitution and Bylaws—Mrs. Mason G. 
Lawson, Acting Chairman. 

Resolutions—Mrs. Rollo K. Packard, Chairman. 

Convention Courtesy Resolutions—Mrs. Leif G. Jensen, Chair- 
man, 


REPORT OF THE NOMINATING COMMEPTEE 


Mrs. Mason G. Lawson, Chairman. 


ELECTION OF OFFICERS 
INSTALLATION OF OFFICERS 


Mrs. Harold F. Wahlquist. Past National President, 


PRESENTATION OF PAST PRESIDENT'S PIN 
Mrs. Mason G. Lawson, Past National President. 


PRESENTATION OF PRESIDENT'S PIN AND GAVEL 


Mrs. Robert Flanders. 


INAUGURAL ADDRESS 
Mrs. Paul C. Craig. 


MINUTES 


Mrs. Richard F. Stover. 


ADJOURNMENT 


1:00 p.m. 
Meeting of the Board of Directors, Stuyvesant Suite (second 
floor). Mrs. Paul C, Craig, President, presiding. 


2:30 p.m. 
Informal Discussion of 1957--58 Committee Programs, ( Board 
of Directors and National Chairmen) Stuyvesant Suite 
(second floor), Mrs. Paul C. Craig, President, presiding. 


7:30 p.m. 

Annual Dinner of the Woman's Auxiliary to the American 
Medical Association for members, husbands, and guests, 
Grand Ballroom (mezzanine). Dress Optional. Mrs. Harry 
F, Pohlmann, Convention Chairman, presiding. 

Guest Speaker: Allen Richard Foley, Professor of History, 
Dartmouth College. “Vermont Humor.” 

Social hour at 6:30 p, m., preceding the dinner. 

Tickets: $8 (including tax and gratuity ). 


Fripay, JUNE 7 


9:00 a.m. Postconvention Workshop for National Officers, 

to Directors, Committee Chairmen, State Presidents 

12:00 noon and Presidents-Elect, Palm Terrace Suite (lobby ). 
Mrs. Paul C. Craig, President, presiding. 


3:00 p.m. 
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PROGRAM OF THE SCIENTIFIC ASSEMBLY 


GENERAL SCIENTIFIC MEETINGS 


COLISEUM, ROOM 4, 4TH FLOOR 


Monday, June 3—9:30 a. m. 


SAMUEL P, NEwMAN, Denver, Member of Council 
on Scientific Assembly, Presiding. 


Symposium on Recent Advances in Surgery 


9:30 a.m. General Surgery. 
Joun H. MuLHOLLAND, George David Stewart 
Professor of Surgery, New York University 
College of Medicine, New York. 
10:00 a.m. Cardiovascular Surgery. 
Frank L. A. Gersope, Associate Professor of 
Surgery, Stanford University School of Medi- 
cine, San Francisco. 
10:30 a.m. Surgery of Trauma. 
R. ARNOLD Griswo.p, Professor of Surgery, Uni- 
versity of Louisville School of Medicine, 
Louisville, Ky. 
11:00 a.m. Obstetrics and Gynecology. 
Freperick H. Professor Emeritus of 
Obstetrics and Gynecology, University of IIli- 
nois College of Medicine, Chicago. 
11:30 a.m. Ear Surgery. 
Wacter E. Heck, Assistant Professor of Surgery 
(Otorhinolaryngology), Stanford University 
School of Medicine, San Francisco. 


Monday, June 3—2 p. m. 


STANLEY P. Reimann, Philadelphia, Member of 
Council on Scientific Assembly, Presiding. 


Symposium on Recent Advances in Medicine 


2:00 p.m. Physical Fitness. 

SHANE MacCartny, Executive Director, Presi- 
dent’s Committee on Youth Fitness, Wash- 
ington, D. C. 

2:30 p.m. General Medicine. 

CLARENCE C. PEARSON, Assistant Professor of 
Medicine, University of Washington School 
of Medicine, Seattle. 

3:00 p.m. Cardiology. 

Paut, Clinical Associate Professor of 
Medicine, University of Illinois College of 
Medicine, Chicago. 

3:30 p.m. Geriatrics. 

Witwiam H. Lewis Jr., Memorial Center for 

Cancer and Allied Diseases, New York. 
4:00 p.m. Endocrinology. 

Henry H. Turner, Clinical Professor of Medi- 
cine, University of Oklahoma School o! 
Medicine, Oklahoma City. 

4:30 p.m. Nutrition. 

Tom D. Spies, Professor and Chairman, De- 
partment of Nutrition and Metabolism, North- 
western University School of Medicine, 
Chicago, and Director, Nutrition Clinic, Hill- 
man Hospital, Birmingham, Ala. 


Tuesday, June 4—9 a. m. 


Henry R. Viets, Brookline, Mass., Member of 
Council on Scientific Assembly, Presiding. 


Panel Discussion on the Use and Abuse of Mood-Altering Drugs 
in Daily Practice 


Cuauncey D, Leake, Dean and Professor of Pharmacology, 
Ohio State University College of Medicine, 
Columbus, Ohio, Moderator. 

9:00 a.m. Anesthesiology. 

Rosert DunninG Dripps, Professor and Chair- 
man, Department of Anesthesiology, Univer- 
sity of Pennsylvania School of Medicine, 
Philadelphia. 


Surgery. 

Wacter G. Mappock, Professor of Surgery, 
Northwestern University Medical School, 
Chicago. 

Neurology. 

Howarp D. Fasinc, Chief, Neuropsychiatric 

Service, Christ Hospital, Cincinnati. 
Medicine. 

Dave G. Frienp, Associate in Medicine, Har- 

vard Medical School, Boston. 


Tuesday, June 4—12 noon 


Henry R. Viets, Brookline, Mass., Member of 

Council on Scientific Assembly, Presiding. 

12 noon Smoking in Relation to Death Rates: A Summary 
Report Covering 44 Months of Follow-Up on 
188,000 Men. 

E. CuyLer HamM™Monp, Director, and 

Horn, Assistant Director, Statistical Research 
Section, Medical and Scientific Department, 
American Cancer Society, New York. 


TRANS-ATLANTIC MEDICAL CONFERENCE 


American Medical Association 
Annual Meeting, New York 
The Harvey Tercentenary Congress, 
London, England 


Presented with the cooperation of Smith, Kline & French 
Laboratories 


Wednesday, June 5—10:15 a. m. 


CARNEGIE HALL, NEW YORK 
Panel on Results of Cardiac Surgery 


American Medical Association Panel at Carnegie Hall, New 
York. 

E. De Bakery, Professor of Surgery, Baylor Uni- 

versity College of Medicine, Houston, Texas, and Mem- 

ber of the Council on Scientific Assembly, Moderator. 


Participants: ALFRED BLALock, Professor of Surgery, Johns 
Hopkins University School of Medicine, Baltimore; Joun H. 
GiBBON Jr., Professor of Surgery, Jefferson Medical College 
of Philadelphia; Frank L. A. Gersope, Associate Professor 
of Surgery, Stanford University School of Medicine, San 
Francisco; and Georce E. Burcn, Professor of Medicine, Tu- 
lane University School of Medicine, New Orleans. 


Harvey Society Panel at the Great Hal! in the Royal College of 
Surgeons, London. 
Sm CLEMENT Price THomMaAs, Westminster Hospital, Lon- 
don, Moderator. 


Participants: Sir RusseLt CLaupe Brock, Guy’s Hospital, Lon- 
don; F. pe G. p’ALLatngs, Professor of Clinical Surgery, Paris 
Faculty of Medicine, Paris; and Joun Maurice HArpMAN 
CAMPBELL, Guy's Hospital, London. 


The Harvey Tercentenary Congress will be held at the Royal 
College of Surgeons in London, June 3-7, 1957. On Wednesday, 
June 5 (in the afternoon London time, morning New York 
time) there will be a direct hook-up by the new trans-Atlantic 
cable between the auditorium at the Royal College of Surgeons 
in London and Carnegie Hall in New York. 

The program in New York will begin at 10:15 a. m. with 
brief summaries of the London proceedings by members of the 
A. M. A. panel. 

The two panels will then discuss cardiac surgery by two-way 
telephone conversation, and the proceedings will be broadcast 
at both meetings. An opportunity will be given for questions 
from the audience. 
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THE PROGRAMS OF THE SECTIONS 


OUTLINE OF THE SCIENTIFIC PROCEEDINGS 


The following papers are announced to be read before the 
various sections. The order here is not necessarily the order that 
will be followed in the Official Program. The Official Program 
will be similar to the programs issued in previous years and will 
contain the final program of each section with abstracts of the 
papers, as well as the scientific exhibits, the program of the 
Inaugural meeting, and other information. To prevent misunder- 
standings and protect the interest of advertisers, it is here 
announced that this Official Program will contain no advertise- 
ments. It is copyrighted by the American Medical Association 
and will not be distributed before the session. A copy will be 
given to each physician on registration. 


SECTION ON ANESTHESIOLOGY 
MEETS IN PLAZA HOTEL, TERRACE ROOM 


OFFICERS OF SECTION 


Chairman—Scorr M. Smiru, Salt Lake City. 

Vice Chairman—Ricuarp H. Barrett, Hanover, N. H. 
Secretary—DaNniEL C. Moore, Seattle. 
Delegate—Epwarp B. Tuony, Los Angeles. 


Representative to Scientific Exhibit—Epwin L. Rusuia, Augusta, 
Ga. 


Executive Committee—RALpu S. SAPPENFIELD, Miami, Fla.; 
Joun S. Lunpy, Rochester, Minn.; Dr. Smirn; Dr. Moore; 
and Dr. Tuony. 


Wednesday, June 5—9 a. m. 


BUSINESS MEETING; PRESENTATION OF RESOLUTIONS; REPORT 
OF DELEGATE; INTRODUCTION OF EXHIBITORS 


Comparative Studies of Tranquilizers Used in Anesthesia. 


Invinc M. PAuuin, ALBERT E. Curron, Erwin Lear, and 
Lucien Rousseau, Brooklyn, N. 


Discussion to be opened by JosepH M. Wurre Jr., Oklahoma 
City, Okla. 


Providing a “Steady State” for Cardiac Catheterization Under 
Anesthesia. 


A. S. Keats, Y. Kurosu, and J. TeLrorp, Houston, Texas. 
Discussion to be opened by LEONARD Branp, New York. 


Clinical Applications of Studies of Cardiac Output and Total 
Peripheral Resistance in Anesthesiology. 
Barnett A, Greene, Brooklyn, N. Y. 
oe to be opened by S. N. ALsert, Washington, 
D. C. 


The Combined Use of Narcotic Analgetics and Their Antago- 
nists for the Production of Controllable Apnea in Anes- 
thesiology. 


Francis F. Foipes, Ropert S. Rossins, Peter B, D’souza, 
Deryck DuncALF, and ANTHONY A. ConTe, Pittsburgh. 
Discussion to be opened by Louts J. Hampton, Philadelphia. 


Controlled Hypothermia During Operation for Tetralogy of 
Fallot. B. E. Marsury, New York. 
Discussion to be opened by Paut R. Dunxe, Detroit. 


Polybrene: An Intravenous Heparin-Neutralizing Agent. 


A. Weiss, JANET S. GiLMAN, and ALFRED J. 
Catenaccl, Philadelphia, and ArRNoLD E. OsTERBERG, 
North Chicago, Ill. 


Discussion to be opened by Louis R. Orkin, New York. 


Open Heart Surgery—Anesthesia and Surgical Experiences. 


KENNETH K. Keown, RicHarp A. GILMAN, and CHARLES 
P. BatLey, Philadelphia. 


Discussion to be opened by James F. HorrMan, Cleveland. 


Wednesday, June 5—2 p. m. 


JOINT MEETING WITH SECTION ON DISEASES OF THE CHEST 
IN HENRY HUDSON HOTEL, TUDOR ROOM 


Symposium on Basic Problems in Thoracic and Cardiovascular 
Surgery 


Joun W. Kirk Rochester, Minn., Moderator. 


Theory and Practice in the Evaluation of Pulmonary Function. 
Ricuarp L, Ritey, Baltimore. 


The Occurrence of Respiratory Depression and Metabolic 
Acidosis During Anesthesia for Thoracic Operation. 
Duncan A. Hotapay and M. Papper, New York. 


The Electrocardiogram and Electroencephalogram in Elective 
Cardiac Arrest. Donavp E. Hate, Cleveland. 


Hypoventilation and Hyperventilation in Anesthesia for Tho- 
racic Surgery. C. R. StepHen, Durham, N, C. 


Basic Considerations in Surgical Techniques for Intracardiac 
Surgery. Henry T. BAuNson, Baltimore. 


The Consideration of Certain Phenomena Observed During the 
Use of a Gibbon-Type Pump-Oxygenator. 
Ricuarp A, Tueye, Rochester, Minn. 
Questions and discussion from the floor. 


Thursday, June 6—9 a. m. 


BUSINESS MEETING; ELECTION OF OFFICERS, 
PLAZA HOTEL, TERRACE ROOM 


Chairman’s Address. Scott M, Smrrn, Salt Lake City. 


General Orotracheal Anesthesia for Bronchoscopy. 
James S, RerrMan, Laredo, Texas. 
Discussion to be opened by BERNARD RAYMOND Fink, New 
York. 
Cardiac and Pulmonary Evaluation in Elderly Patients Before 
Elective Surgical Operations. 
S. How.anp, New York. 
Discussion to be opened by FERDINAND E. GREIFENSTEIN, 
Detroit. 
The Transmission of Cyclopropane Across the Placenta. 
VirnciniA ApGaArR and STANLEY JaMes, New York. 
Discussion to be opened by JouN Apriani, New Orleans. 


Postoperative Hypotension. 


Cuarves M. Barsour and Davin M. Lirtce Jr., Hartford, 
Conn. 


Discussion to be opened by F. Paut ANssro, Brooklyn, 


Hazards of the Immediate Postoperative Period. 
Rosert Dripes, Philadelphia. 
Discussion to be opened by Bernarp S, Gorren, Great 
eck, N. Y. 
The Western Reserve Portable Resuscitator, Inhalator and 
Anesthesia Machine. Rosert A, Hincson, Cleveland. 


Discussion to be opened by Paut H. Loran, Kansas City, 
Kan. 
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SECTION ON DERMATOLOGY 
MEETS IN HENRY HUDSON HOTEL, TUDOR ROOM 
OFFICERS OF SECTION 


Chairman—Hersert Rattner, Chicago. 

Vice-Chairman—Freperick Jaco, Pittsburgh. 

Secretary—CLARENCE S. Livincoon, Detroit. 

Delegate—Winrrep A, SHOWMAN, Tulsa, Okla. 

Representative to Scientific Exhibit—StanLtey E. Hurr, Evans- 
ton, Il. 

Executive Committee—Everetr C. Fox, Dallas, Texas; J. 
Los Angeles; Dr. Rattner; Dr. Livin- 
coop; and Dr. SHOWMAN. 


Wednesday, June 5—9 a. m. 
BUSINESS MEETING 


Chairman’s Address: A Consideration of Dermatologic Nomen- 
clature. Herpsert Ratrner, Chicago. 


Aids in Early Diagnosis of Tumors About Tip of the Nose. 


Harry Haccartr and D. J. A. Cincinnati. 
Discussion to be opened by Hersert L. TRAENKLE, Buffalo. 


The Eczematous Complications of the Combined Streptomycin, 
PAS and Isoniazid Treatment of Tuberculosis. 


Joun T, Crissey, Eart D. Osporne, and JAMEes Jor- 
pon, Buftalo. 
Discussion to be opened by Joun G. Downinc, Boston, 


The Psychophysiological Concept of Atopic Eczema. 


B. Guy and Rosert J. SHoemMaker, Pittsburgh. 
Discussion to be opened by RaymMonp C, V. Rosinson, 
Baltimore. 


Lithographer’s Dermatitis. 
Matruew J. Brunner, Chicago Heights, Ill, and HARLAN 
Levin, Delavan, Wis. 
Discussion to be opened by Joseru KLAupEr, Phila- 
delphia. 


Dysproteinemic Purpura of the Hyperg globuli 
Type: Clinical Features and Differential Diagnosis. 
Grorce W. Hamprick Jr., Philadelphia. 


Discussion to be opened by HArvey BLank, Miami, Fla. 


Thursday, June 6—9 a. m. 
BUSINESS MEETING 


Hemangiomas, Treated and Untreated. 
Georce C, ANpREWs, ANTHONY N, DomMonkos, Victor M. 
Torres, New York, and JoHn K, BemBenista, Buffalo. 
Discussion to be opened by RayMonp A, OsBpourn, Wash- 
ington, D. C, 
Symposium and Panel Discussion on Pediatric Dermatology 
Beatrice M. Kesten, New York, Moderator. 


Dermatomyositis and Lupus Erythematosus in Childhood. 
Louis A, Brunstinc, Rochester, Minn. 


A Pediatrician’s Viewpoint of Atopic and Seborrheic Dermatitis. 
JeroME G Laser, Rochester, N. Y. 


Care of the Normal Skin and Treatment of Infections in Chil- 
dren. D, Osporne, Buttalo. 


Fungus Infection in Children. 
E. RicHarp Ann Arbor, Mich. 


Discussion and question and answer period. (Questions to be 
limited to the above subjects.) 
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Louis A. Brunstinc, Rochester, Minn.; JEROME GLASER, 
Rochester, N. Y.; Eart D. Ossorne, Buffalo; E, Ricn- 
aRD Ann Arbor, Mich.; Georce C, ANDREWS, 
New York; and Paut Gyorcey, Philadelphia. 


Friday, June 7—9 a. m. 


The Treatment of Pityriasis Rosea with Convalescent Plasma, 
Gamma Globulin, and Pooled Plasma. 


Rotre W. Sawin, ArtHur C, Curtis, and ALBERT H. 
Wuee -er, Ann Arbor, Mich. 


Discussion to be opened by DonaLp M. Pittssury, Phila- 
delphia. 
Experimental Production of Acne by Progesterone. 


IsRAEL ZELIGMAN, Baltimore, and Louis F, HvuBeEner, 
Gainesville, Fla. 


Discussion to be opened by ALLAN L,. Lorincz, Chicago. 


lodide-Thyroid Therapy of Blastomycosis. 
THEODORE CorNBLEET, Chicago. 
Discussion to be opened by Stoney OLAnsky, Durham, 
N.C 
Diagnosis and Treatment of Misdiagnosed Dermatoses. 
Oris Hanover, N. H. 
Discussion to be opened by BERNARD ApPEL, Boston. 


Pemphigus: A Study of 60 Patients from the Dermatologic 
Wards of Bellevue Hospital from 1950 to 1956. 


Maurice J. Cosretto, New York, Leon Jarmiovicn, 
Buenos Aires, and Marvin DANNENBERG, New York, 


Discussion to be opened by J. Frep Mutuins, Galveston, 
Texas. 
The Use of Relaxin in the Treatment of Scleroderma. 
Gus G. Casten and Rosert J, BouceK, Miami, Fla. 
Discussion to be opened by Joun R, Hasericx, Cleveland. 


SECTION ON DISEASES OF THE CHEST 
MEETS IN HENRY HUDSON HOTEL, TUDOR ROOM 
OFFICERS OF SECTION 


Chairman—Joun F. Brices, St. Paul. 

Vice-Chairman—M. Jay Fiirse, Miami, Fla. 

Secretary—Burcess L. Gorvon, Philadelphia. 

Delegate—Ho.uis E. Jounson, Nashville, Tenn. 

Representative to Scientific Exhibit—Josepn F. Ross, Los 
Angeles. 


Executive Committee—ANprew Banyas, Milwaukee; Epcar 
T. Mayer, New York; Dr. Briccs; Dr. Gorpon; and Dr. 
JOHNSON. 


Tuesday, June 4—2 p. m. 


Opening Address: Chronic Bronchitis and Emphysema. 
Epcar T. Mayer, New York. 


Panel Discussion on the Treatment of Pulmonary Infections 
ArTHUR M. OLseN, Rochester, Minn., Moderator. 


Medical Treatment of Acute Pulmonary Infections. 
Joserpu E, Geract, Rochester, Minn. 
Medical Treatment of Chronic Pulmonary Infections. 
Sot Karz, Washington, D, C. 
Surgical Treatment of Acute and Chronic Pulmonary Infections. 
Rosert Wy New York. 


Physiologic and Mechanical Aids in the Treatment of Pulmo- 
nary Infection. Anprews, Chicago. 


. 


Vol. 163, No. 16 


Symposium on Cardiology: Methods of Examining and Testing 
ArTHuR M. Master, New York, Moderator. 
The Master Two-Step Test in Coronary Artery Disease. 
Henry I. Russek, Staten Island, N. Y. 
Discussion to be opened by Greorce P, Ross, New York. 
Vectorcardiographic Diagnosis of Coronary Artery Disease. 
Louis Wo Fr, Boston. 


Discussion to be opened by Davin LitrMann, West Rox- 
bury, Mass. 


Roentgenoscopy and Roentgenkymography in Coronary Artery 
Disease. Simon Dack, New York. 
Discussion to be opened by ALpo A, Luisapa, Chicago. 


The — in Coronary Artery Disease. 
Grorce E, Burcu, New Orleans. 


to be opened by H., Lewis Jr., New 
York. 


Changes in Muscle Enzymes, ESR and C-Reactive Protein in 
Coronary Disease. Joun S. La Due, New York. 


Wednesday, June 5—1:30 p. m. 
BUSINESS MEETING 
JOINT MEETING WITH SECTION ON ANESTHESIOLOGY 
IN HENRY HUDSON HOTEL, TUDOR ROOM 
Symposium on Basic Problems in Thoracic and Cardiovascular 
Surgery 
Joun W. Kirkuin, Rochester, Minn., Moderator. 


Theory and Practice in the Evaluation of Pulmonary Function. 
Ricuarp L, Rivey, Baltimore. 


The Occurrence of Respiratory Depression and Metabolic 
Acidosis During Anesthesia for Thoracic Operation. 
Duncan A. Hotapay and E. M. Papper, New York. 


The Electrocardiogram and Electroencephalogram in Elective 
Cardiac Arrest. Donan E. Hate, Cleveland. 


Hypoventilation and Hyperventilation in Anesthesia for Tho- 
racic Surgery. 
C. R. StePHeN, Durham, N. C. 


Basic Considerations in Surgical Techniques for Intracardiac 
Surgery. Henry T. Bannson, Baltimore. 


The Consideration of Certain Phenomena Observed During the 
Use of a Gibbon-Type Pump Oxygenator. 
Ricuarp A, Tueye, Rochester, Minn. 


Questions and discussion from the floor. 


Thursday, June 6—2 p. m. 


JOINT SESSION WITH THE SECTION ON RADIOLOGY IN 
HENRY HUDSON HOTEL, BALLROOM 


Panel Discussion on Bronchoesophageal Problems 


J. Pau MEDELMAN, St. Paul, Moderator. 


Internist. RecINALD H, Smart, Los Angeles. 
Radiologists. 
Joun F. Hort, Ann Arbor, Mich., and Paut C, Swenson, 
Philadelphia. 
Endoscopist. H. Houincer, Chicago. 
Surgeon. T. J. Minneapolis. 
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Panel Discussion on Cardiac Tumors and 


Allied Conditions 
ANpDRE Bruwer, Rochester, Minn., Moderator. 
Internist. F. Mason Sones Jr., Cleveland. 
Radiologists. 
Eucene P. Penpercrass, Philadelphia, and WeENDELL G. 
Scott, St. Louis. 
Surgeons. 
Dwicnt E. Harken, Boston, and Joun W. Kirkuin, Roch- 
ester, Minn. 


SECTION ON EXPERIMENTAL MEDICINE 
AND THERAPEUTICS 


MEETS IN THE PLAZA HOTEL, BALLROOM 
OFFICERS OF SECTION 


Chairman—Harry F, Dow Chicago 
Vice-Chairman—GeorcE E. Burcu, New Orleans. . 
Secretary—ELLiot V. NewMan, Nashville, Tenn. 
Delegate—Epcar V. ALLEN, Rochester, Minn. 


Representative to Scientific Exhibit—JosepH F. Ross, Los An- 
geles. 


Executive Committee—HucuH R. Burtt, Rochester, Minn.; 
Tuomas FInpDLey, Augusta, Ga.; Dr. Dowiinc; Dr. New- 
MAN; and Dr. ALLEN. 


Tuesday, June 4—2 p. m. 
Chairman’s Address Harry F, Dow nc, Chicago - 


George Minot Lecture: The Search for an Experimental Coun- 
terpart of Pernicious Anemia. 
MAXweELL M, WInTROBE, Salt Lake City. 


Symposium on Urinary Tract Infection 


Pathogenesis of Renal Infection. Grorcr G, Jackson, Chicago. 
Discussion to be opened by Ropert M. Kark, Chicago. 


Antimicrobial Therapy of Urinary Tract Infection. 
VERNON Knicut, Nashville, Tenn. 
Discussion to be opened by Davin E. Rocers, New York. 


Diagnosis of Active Infections of the Urinary Tract. 
Epwarp H. Kass, Boston. 


Discussion to be opened by Epwin L, Prien, Brookline, 
Mass. 


Wednesday, June 5—2 p. m. 
BUSINESS MEETING; ELECTION OF OFFICERS 
Symposium on Adenoviruses 


Properties of the Adenoviruses. 
Wa P. Rowe, Bethesda, Md. 
Discussion to be opened by Joun P. Urz, Bethesda, Md. 


Epidemiology of Adenoviruses. Joseru A, BELL, Bethesda, Md. 
Discussion to be opened by ALEXANDER LANGMUIR, Atlanta, 
Ga. 
Vaccination Against Adenovirus Infections. 
M. R. HittemMan, Washington, D, C. 
Discussion to be opened by JoHn R. SEAL, Washington, 
D. C. 


Clinical Syndromes Produced by Adenoviruses. 
R. J. Huesner, Bethesda, Md. 
Discussion to be opened by Rospert Austrian, Brooklyn, 
N. Y. 
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Occurrence of Adenovirus Infections in Civilian Populations. 
Jorpan Jr., Cleveland. 
Discussion to be opened by Cayton G. Loost1, Chicago. 


Thursday, June 6—2 p. m. 


JOINT MEETING WITH SECTION ON INTERNAL MEDICINE 
IN THE PLAZA HOTEL, BALLROOM 


Symposium on the Use of Androgens and Estrogens and 
Their Metabolic Effects 


A Review of the Prolonged Use of Estrogens and Androgens in 
Osteoporosis. PHitie H. HENNEMAN, Boston. 
Discussion to be opened by J. HituMan, Nash- 

ville, Tenn. 

Observations on the Role of Androgens and Estrogens on Body 
Balance. H, Pearson, New York 
Discussion to be opened by RayMonND Weston, New York. 


Steroid Therapy for Abnormalities of Androgen in Virilizing 
Adrenal Hyperplasia. Rospert M. Buiizzarp, Baltimore. 
Discussion to be opened by Georce Escuer, New York, 


The Effects of Estrogens on Serum Lipids. 


Rocer W. Rosinson, N. Hicano, and W. D. Coen, 
Worcester, Mass. 


Discussion to be opened by ALFRED StrineR, New York. 
Experimental Basis for Anabolic Therapy. 
Gitbert Gorpan, San Francisco. 
Discussion to be opened by Joun M. Beat, New York. 


SECTION ON GASTROENTEROLOGY 
AND PROCTOLOGY 


MEETS IN COLISEUM, ROOM 4, 4TH FLOOR 


OFFICERS OF SECTION 


Chairman—Rosert A, SCARBOROUGH, San Francisco. 

Vice-Chairman—Everett D. Kierer, Boston. 

Secretary—WiLuiAM H. Dearinc, Rochester, Minn. 

Delegate—Sruarr T. Ross, Garden City, N. Y. 

Representatives to Scientific Exhibit—Grorce Gorpon Mc- 
Harpy, New Orleans, and Wittarp H. Bernuorrt, Buffalo. 


Executive Committee—Harry E, Bacon, Philadelphia; LoweLi 
D. Snorr, Evanston, Ill.; Dr. Scarnnoroucn; Dr. Dearine; 
and Dr. Ross. 


Wednesday, June 5—9 a. m. 
Symposium on Hepatitis 


Etiology and Epidemiology Hepatitis. 
W. Paut Havens, Jr., Philadelphia. 


Pathologic Anatomy Hepatitis. 
H, BAGGENstoss, Rochester, Minn. 


Clinical Course and Diagnosis Hepatitis. 
Ricuarp D, Eckxuarpr, lowa City. 
Posthepatitic Cirrhosis. Oscar D. Ratnorr, Cleveland. 
Management of Hepatitis. JoHn R. Neere, St. Petersburg, Fla. 
Panel Discussion on Hepatitis 
Joun R. Neere, St. Petersburg, Fla., Moderator. 


Participants: W. Paut Haven: Jr., Philadelphia; Arncnie H. 
BaGGENSTOss, Rochester, Minn.; RicHarp D, Eckuarpt, 
lowa City; and Oscar D. Ratnorr, Cleveland. 


J.A.M.A., April 20, 1957 


Thursday, June 6—9 a. m. 
ELECTION OF OFFICERS 


Chairman’s Address: The Significance of Rectal Bleeding in 
Diverticulosis and Diverticulitis of the Colon. 
Rosert A, SCARBOROUGH, San Francisco. 


Symposium on Regional Enteritis 


E. N. Cleveland. 
Tuomas C, Chicago. 
J. A. Barcen, Rochester, Minn. 
L. K, Fercuson, Philadelphia 


Diagnosis and Clinical Course. 
Pathologic Anatomy. 
Medical Management. 
Surgical Management. 
Panel Discussion on Regional Enteritis 
J. A. Barcen (internist), Rochester, Minn., Moderator. 
Participants: E. N. (internist), Cleveland; Tuomas C., 
LaipLy (pathologist), Chicago; L. K. FEerGuson (sur- 
geon), Philadelphia; F. E. Tempietron (radiologist), 


Seattle; and ALEJANDRO F. Casto (proctologist), Wash- 
ington, D.C, 


Friday, June 7—a. m. 


JOINT MEETING WITH SECTION ON PATHOLOGY AND PHYSIOLOGY 
IN COLISEUM, ROOM 4, 4TH FLOOR 


Panel Discussion on Cancer of the Gastrointestinal Tract 
Rosert M. Columbus, Ohio, Moderator. 


Participants: BENJAMIN CASTLEMAN and J, ENGLEBERT DuNnpuy, 
Boston; Water L, PaLMer, Chicago; Marvin PoLvarp, 
Ann Arbor, Mich.; Isapor Ravptn, Philadelphia; and 
Artuur Purpy Strout, New York. 


SECTION ON GENERAL PRACTICE 
MEETS IN HENRY HUDSON HOTEL, BALLROOM 
OFFICERS OF SECTION 
Chairman—Gerorce L. THoree, Wichita, Kan. 
E, McArruur, Olympia, Wash, 
Secretary—E. I, BaumMGArTNeR, Oakland, Md. 


Delegate—Lrsrer D. Bister, Indianapolis. 

Representative to Scientific Exhibit-l. Frouman, 
Washington, D. C. 

Executive Committee—Lowry H. McDanie., Tyronza, Ark.; 
1. FrouMAN, Washington, D. C.; Dr. THorpe; Dr. 
BAUMGARTNER; and Dr. BiBLer. 


Tuesday, June 4—1:45 p. m. 


BUSINESS MEETING; INTRODUCTION OF RESOLUTIONS; 
REPORT OF DELEGATE, 


Chairman’s Address: Treating Our Overweight Patients. 
Grorce L. Wichita, Kan. 


Panel and Symposium on the Uses and Abuses of New Drugs 
and Antibiotics in Therapy 


WALTER Move.i, New York, Moderator. 


General Statements on Therapy. WALTER C, ALVAREZ, Chicago. 


Corticosteroids. WituiaAM Dock, Menlo Park, Calif. 
Tranquilizers. Dace G. FRIEND, Boston. 
Drug Mixtures. E, Forkner, New York. 
Hypotensive Drugs. S. W. Hoosier, Ann Arbor, Mich. 
Antibiotics. CuEsTER S, KEEFER, Boston. 
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Wednesday, June 5—1:50 p. m. 
BUSINESS MEETING; ELECTION OF OFFICERS 


Problem of Hiatus Hernia. 
ALFRED KAHN Jr, and THoMaAs Paut THompson, Little 
Rock, Ark. 
Obstetrical Anesthesia and Analgesia in General Practice. 
Joun J. Bonica, Tacoma, Wash. 
Current Practical Gynecology. WALTER J. Reicu, Chicago. 
Management of Disorders Causing Chronic Abdominal Pain. 
Kerry Grimson, Durham, N. C. 
Clinical Significance of the Anniversary Reaction. 
Epwarp Wess, Philadelphia. 
Diagnosis and Treatment of Facial Pain. 
Greorce W, Smirn, Augusta, Ga. 
Normal Blood Pressure in Healthy Persons from Youth to Old 
Age. 
Artuur M. Master, Ricuarp P. Lasser, and Harry L. 
Jarre, New York. 
Functional Hyperinsulinism in General Practice. 
STEPHEN P, GyLAND, Jacksonville, Fla. 
Bedside Clues in the Diagnosis of Cardiovascular Disease: Ex- 
amination Without Instrumentation. 
Jacos J, SILVERMAN, Staten Island, N. Y. 


Friday, June 7—9 a. m. 


JOINT MEETING WITH SECTION ON UROLOGY 
IN ESSEX HOUSE, COLONNADES 


Clinical Significance of Hematuria. 
Cuarves C. Hicers, Cleveland. 


M. Swick, New York. 


The Diagnosis of Renal Disease from the Urine Sediment. 
ARNOLD S. RELMAN, Boston. 


Pitfalls in Urographic Interpretations. 


Medical and Surgical Management of Undescended Testicle 
and Other Scrotal Conditions. Norris J. HEcKEL, Chicago. 


Premature Ejaculation: a Physiological Approach. 
James H. Semans, Durham, N. C. 


Diseases of the Female Urethra. Houston S. Everett, Baltimore 


Panel Discussion and Question and Answer Period from the 
Audience. H. Fiocks, lowa City, Moderator. 


SECTION ON INTERNAL MEDICINE 
MEETS IN THE PLAZA HOTEL, BALLROOM 
OFFICERS OF SECTION 


Chairman—A, CARLTON ERNsTENE, Cleveland. 
Vice-Chairman—Paut B, BEEson, New Haven, Conn. 
H, KAMpMeEIER, Nashville, Tenn. 
Delegate—CuHar.es T, STONE Sr., Galveston, Texas. 
Representative to Scientific Exhibit—-Henry T, Ricketts, Chi- 
cago. 
Executive Committee—Howarp P. Lewis, Portland, Ore.; 
Henry M. Tuomas Jr., Baltimore; Dr. Ernsteng; Dr. 
KaAMpMeErER; and Dr. STONE. 
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Wednesday, June 5—9 a. m. 


Hirsuitism. 
H. Pertorr, Harry E. Happ, Bertram J, CHAN- 
Nick, and Joun H. Noprne, Philadelphia. 
Discussion to be opened by ALBERT SEGALOFF, New 
Orleans. 
Vitamin B, in Internal Medicine. 


Ricuarp W. Vitter, LEo Wayne, Ben T. FriepMAN, and 
Louts S, Becker, Cincinnati. 


Discussion to be opened by CHaries $. Davinson, Boston. 


The Billings Lecture: Rheumatic Heart Disease in Pregnancy. 
C. Stipney BuRWELL, Boston. 
The Use of Radioactive Fat in the Study of Absorption in Vari- 
ous Disease States. 
Donacp Berkowirrz and Davin SkLarorr, Philadelphia. 
Discussion to be opened by Grorcr V. MANN, Boston, 
The Non-Rheumatoid Connective Tissue Disorders. 
Joun H. Tacsorr, Buffalo. 
Discussion to be opened by Joun R, Hasenicx, Cleveland. 
The Use of Radioisotope Techniques in Clinical Hematology. 


Puittre C, Jounson, R. M. Birp, and W. L. Hucues, 
Oklahoma City. 


Discussion to be opened by Cuaries E, Ratu Jr., Wash- 
ington, D. C, 


Thursday, June 6—9 a. m. 
ELECTION OF OFFICERS. 


The Value of Continuous Long Term Anticoagulant Therapy. 
BENJAMIN MANCHESTER, Washington, D. C. 
Discussion to be opened by JosepH B, VANDER VEER, 
Philadelphia. 

Arteriosclerosis and Renal Hypertension: Indications for Aortog- 
raphy in Hypertensive Patients and Results of Surgical 
Treatment of Renal Artery Obstructive Lesions. 

Evucene F. Poutasse and Harrier P, Dustan, Cleveland. 
Discussion to be opened by Ropert M. Kark, Chicago. 


Clinical Implications of Excessive Secretion of Aldosterone. 
Joun A. Luerscuer Jr., and Amos H, LrepermMan, San 
Francisco. 
Discussion to be opened by Joun Beck, Montreal. 


Chairman's Address: Explaining to the Patient: A Therapeutic 
Tool and a Professional Obligation. 
A. CARLTON ERNSTENE, Cleveland. 


Panel Discussion on the Use of Drugs in Heart Disease 
InvinNG S. Wricut, New York, Moderator. 


Participants: CHARLES K. Frrepperc, New York; SAMUEL A. 
Levine, Boston; H. M. Marvin, New Haven, Conn., and 
Carter SmituH, Atlanta, Ga. 


Thursday, June 6—2 p. m. 


JOINT MEETING WITH SECTION ON EXPERIMENTAL MEDICINE 
AND THERAPEUTICS IN THE PLAZA HOTEL, BALLROOM 


Symposium on the Use of Androgens and Estrogens and Their 
Metabolic Effects 


A Review of the Prolonged Use of Estrogens and Androgens in 
Osteoporosis. Puitie HENNEMAN, Boston. 


Discussion to be opened by J, Nash- 
ville, Tenn. 


> 
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Observations on the Role of Androgens and Estrogens on Body 
Balance. Ovor H. Pearson, New York. 
Discussion to be opened by RayMonp Weston, New York. 

Steroid Therapy for Abnormalities of Androgen in Virilizing 
Adrenal Hyperplasia. Rosert M. Burzzarp, Baltimore. 
Discussion to be opened by Georce Escuer, New York. 


The Effects of Estrogens on Serum Lipids. 


Rocer W. Rosrnson, N. Hicano, and W. D. Conen, Wor- 
cester, Mass, 


Discussion to be opened by ALFRED STEINER, New York. 
Experimental Basis for Anabolic Therapy. 
Grpert S. Gorpan, San Francisco. 
Discussion to be opened by Joun M. Bea, New York. 


SECTION ON LARYNGOLOGY, OTOLOGY, 
AND RHINOLOGY 


MEETS IN THE PARK SHERATON, BALLROOM 


OFFICERS OF SECTION 


Chairman—Gorpon D. Hoop ce, Syracuse, N. Y. 

Vice-Chairman—KENNETH L, Crart, Indianapolis. 

Secretary—Hucu A. Kuun, Hammond, Ind. 

Delegate—Gorpvon F, Harkness, Davenport, Iowa. 

Representative to Scientific E. Heck, San 
Francisco. 

Executive Committee—Francis W. Davison, Danville, Pa.; 


Joun R. Linpsay, Chicago; Dr. Hoopite; Dr. Kunn; and 
Dr. HARKNEss. 


Tuesday, June 4—2 p. m. 


Hlonorary Chairman’s Address. Jutius Lempert, New York. 
Two Case Reports 

1. Elongated Styloid Process. Guy Ows ey, Hartford City, Ind. 

2. New Tracheotomy Tube. 


Sudden Deafness. O. Erik Hauvserc, Rochester, Minn. 
Discussion to be opened by WesLey Brap.ey, Syracuse, 
Y. 


J, Caparosa, Pittsburgh. 


Monocystic Fibrous Dysplasia of the Maxillary Sinuses. 
Jose Pico, Santurce, Puerto Rico. 


Discussion to be opened by Danie C, Baker Jr., New 
York. 


Symposium on Virus Infections. 
Laboratory Side of Virus Disease of the Respiratory Tract. 
S. S. Kactrer, Montgomery, Ala. 
Diagnosis Side of Virus Diseases. 
Aubert P. McKee, lowa City. 
Chemical Side of Virus Disezses. 
Harry P. Scuenck, Philadelphia. 


Wednesday, June 5—2 p. m. 


Two Case Reports 
1. Correction of the Nasal Tip in Rhinoplasty. 
SAMUEL M. BLoom, New York. 


2. Nasal and Laryngeal Involvement in Abdominal Hodgkin’s 
Disease. Hersert A, Lautz, Hammond, Ind. 
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The Diagnostic Significance of Fullness in the Ear. 
Vicror R, ALFARO, Washington, D, C. 


Discussion to be opened by Benjamin H, Suuster, Phila- 
delphia. 


Chairman’s Address: Gorvon D. Hoopce, Syracuse, N. Y. 
Symposium on Headache 

Vascular Headache. 

Cerebral Headache. 

ENT Side of Headache. 


BUSINESS MEETING 


Henry D. Ocpen, New: Orleans. 
STANLEY Barkin, Syracuse, N. Y.® 


RaymMonp L. Hiusincer, Cincinnati. 


Thursday, June 6—2 p. m. 


Case Report: An Unusual Foreign Body in the Bronchus. 
Wa ter E, Owen, Peoria, Ill. 
Diseases of the Salivary Gland. 
Rosert S$, Martin, Zanesville, Ohio. 


Tumors of Sinuses and Orbit. 
S. Gorpon Philadelphia. 
Discussion to be opened by Joun J. Contey, New York, 
and Kennetu Devine, Rochester, Minn. 
Symposium on Therapy in Otolaryngology 


Cortico-Steroids in Otolaryngology. 
Louis E, Sitcox, Philadelphia. 


General Therapy in Otolaryngology. 
Herman Z, SEMENOV, Beverly Hills, Calif. 


SECTION ON MILITARY MEDICINE 
MEETS IN COLISEUM, ROOM 1, 2ND FLOOR 
OFFICERS OF SECTION 


V. Lee, Palo Alto, Calif. 

Vice-Chairman—Si_as B. Hays, Washington, D. C. 

Secretary—Ceci. L. ANpREws, Washington, D. C. 

Delegate—Cuarves L, LeepuaM, Cleveland. 

Representative to Scientific Exhibit-Frank M. Townsenp, 
Washington, D. C. 

Executive Committee—I, $. Ravpin, Philadelphia; H. LaMont 
Pucn, Bethesda, Md.; Dr. Lee; Dr. ANprews; and Dr. 
LEEDITIAM. 


Tuesday, June 4—2 p. m. 


Chairman's Address: The Military Surgeon—A Specialist. 
Russevy V. Les, Palo Alto, Calif. 


Navy Medicine and the Nuclear Age. 
Joun H. Expersove, v.s.s. Sea Wolf. 


Discussion to be opened by RaLtpu M. Lecuausse, Wash- 
ington, D. C. 


Experimental Studies of Prophylactic Antibiotics for Mass Casu- 
alty Care. 
Jay P. Sanrorp, Durham, N. C., Hinton J. BAKER and Cari 
W. Hucues, Washington, D. C 
Discussion to be opened by WiLLiAM A, ALTEMEIER, Cin- 
cinnati. 


Duty After Polyethylene Cranioplasty. 
Date G, Ciark, Oakland, Calif. 

Discussion to be opened by Witu1amM T. SpeNcE and 
Georce J. Hayes, Washington, D. C. 
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Prevention of Heat Casualties. 
Davin Minarp, Bethesda, Md.; Harwoop S. BELDING, 
Pittsburgh; and James R. Kincston, Washington, D. C. 


Discussion to be opened by C. P. Yactiou, Boston, and 
D. GraHaM, Fort Jackson, S. C. 


Wednesday, June 5—2 p. m. 
BUSINESS MEETING; ELECTION OF OFFICERS, 


Return to Duty of Military Personnel Treated for Pulmonary 
Tuberculosis. 
James A, and Cart W. Tempe, Denver. 
Discussion to be opened by Joun F, Cuace, Washington, 
C. 


Dependents’ Medical Care. 
I, Ropinson, Washington, D. C. 
Discussion to be opened by Guy E. Stanr and KenNeru 
R. Nevson, Washington, D. C. 


Penicillinase Treatment of Penicillin Reactions. 


Greorce M. Davis, Great Lakes, Ill., C. G. Loosur, and 
G. H. SroLterMan, Chicago. 


Discussion to be opened by Rospert M. Becker, Madison, 

is. 
Department of Defense Activities, Health and Medical Section, 
During Past Year. FRANK B, Berry, Washington, D. C. 


A Psychiatric Therapeutic Community in a Naval Hospital. 
Harry A, Witmer, Bethesda, Md. 


Discussion to be opened by Francis J, BRACELAND, Hart- 
ford, Conn., and Davin Mck, Riocu, Washington, D. C. 


Opportunity in Military Medicine. 
Larry A, Smiru, Washington, D. C. 
Discussion to be opened by Cuarves L. Leepuam, Cleveland. 


Thursday, June 6—2 p. m. 


Military Aspects of Underweight and Overweight. 
ALBERT R, BEHNKE Jr., San Francisco. 
Discussion to be opened by J. Murray STEELE, New York, 
and H. T. E. Herrzserc, Dayton, Ohio. 


The Future of Hemodialysis in Military Medicine. 
Paut E. TescHan and R. Baxter, Fort Sam 
Houston, Texas. 
Discussion to be opened by J. Kourr, Cleveland, 
and Paut D. Dooian, Oakland, Calif. 
The Problems of Residency Training. 
I. S. Philadelphia. 
Metabolic and Nutritional Changes Associated with Injury. 
Harotp L. Upjonn and STantey M, Levenson, Wash- 
ington, D. C. 
Discussion to be opened by James T. Worrnam, Ports- 
mouth, Va. 


Air Mobile Disaster Assistance Unit. 
C, SHEeLpon, Donaldson Air Force Base, S. C. 
Discussion to be opened by Jounn M, Wuirney, Battle 
Creek, Mich. 


SECTION ON MISCELLANEOUS TOPICS 
Session on Allergy 
MEETS IN COLISEUM, ROOM 3, 3RD FLOOR 
OFFICERS OF SESSION 
Co-Chairman—Carvt E. AnBbesMAN, Buffalo, and ErHAN ALLAN 


Brown, Boston. 
Secretary—CLARENCE BERNSTEIN, Orlando, Fla. 
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Wednesday, June 5—2 p. m. 
Allergy Has Come of Age. Leo H. Cnriep, Pittsburgh. 


Principles of Management of Allergic Disorders with Metister- 
oids with Emphasis Upon Clinical and Laboratory Control 
of Complications. SAMUEL C, BuKANTz, St. Louis. 


The Status of Corticotropin and the Steroid Hormones in the 
Therapy of Allergic Disease. 
Bookman, Beverly Hills, Calif. 


Prednisone in the Treatment of Allergy in Children. 
SAMUEL J. Levin and Detroit. 


The Concept of Allergy in Relation to Atopic Dermatitis. 
Max Grotnick, Brooklyn. 


Management of Allergic Eczema. Louts Turr, Philadelphia. 


Milk Allergy—Diagnostic Aspects and the Role of Milk Sub- 
stitutes. Joseru H. Fries, New Hyde Park, N. Y. 


Smoking and Chronic Respiratory Disorders: Results of Ab- 
stinence. 
Oscar Swinerorp Jr. and Leszek Ocnora, Charlottes- 
ville, Va. 
Psychosomatic Aspects of Allergy in Childhood. 
Howarp G, Rararortr, New York. 
Bronchial Asthma in Children and Adults Treated by the Pro- 


phylactic Use of an Iodide Containing Bronchodilator 
Drug. Bernarp T, Fer, San Antonio, Texas. 


Allergic Reactions to Tetanus Toxoid, Diphtheria and Tetanus 
Toxoids and Pertussis Vaccine, and Human Gamma Glo- 
bulin. 


Monroe CoLeMAN, Stamford, Conn., and Spencer F. 
Brown, Darien, Conn. 


Session on Legal Medicine 
MEETS IN HENRY HUDSON HOTEL, TUDOR ROOM 


OFFICERS OF SESSION 


Chairman—HerMan A, Heise, Milwaukee. 
Secretary—ALEXANDER $, WIENER, Brooklyn. 


Thursday, June 6—2 p. m. 


Chemical Tests for Intoxication. 
Herman A, Heise, Milwaukee. 


Mock Trial Demonstration 


Expert Medical Witness. 
De Forest, Secretary, Council on Medical 
Physics, American Medical Association, Chicago, 
Police Technician. 
Cart. Rospert F. BorkeNstern, Indiana State Police, In- 
dianapolis. 
Defendant. 
Warren E, Wuyte, Law Department, American Medical 
Association Chicago. 
Prosecuting Attorney. 
Epwin J. Hotman, Law Department, American Medical 
Association, Chicago. 
Defense Attorney. 
WituiaM J. McAuuirre Jr., Law Department, American 
Medical Association, Chicago. 
Judge. 


C. Joseru Stetrver, Director, Law Department, American 
Medical Association, Chicago. 


? 
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Session on Medical Communication 
MEETS IN COLISEUM, ROOM 3, 3RD FLOOR 
OFFICERS OF SESSION 


Chairman—E.bert De Coursey, Fort Sam Houston, Texas, 
Secretary—Coye Mason, Chicago. 


Tuesday, June 4—2 p. m. 
Panel Discussion on Methods of Medical Communication 
Expert De Coursey, Fort Sam Houston, Texas, Moderator. 


Participants: ArrHur Butsuttan, Rochester, Minn.; Morris 
Fisupein, Chicago; J. Eowin Foster, Chicago; Ricnarp 
Hewirt, Rochester, Minn.; Tom Jones, Chicago; Epwin 
P. Jorpan, Charlottesville, Va.; and THorex, Chi- 
cago. 

Panel members will discuss the various mediums used in 
communicating knowledge and methods whereby physicians 
may improve their presentations in these fields. The subjects 
covered will be as follows: 

Spoken Word. 

Written Word. 

Preparation and Use of Lantern Slides. 

Preparation and Demonstration of Scientific Exhibits. 
Proper Use of the Microphone. 

Place of the Motion Picture. 

Participation in Televison Programs. 


Ample opportunity will be given for questions and for audi- 
ence participation. 


SECTION ON NERVOUS AND MENTAL 
DISEASES 


MEETS IN ESSEX HOUSE COLONNADES 
OFFICERS OF SECTIONS 


Chairman—Kart O. Von Hacen, Los Angeles. 

Vice-Chairman—F H. Mayriecp, Cincinnati. 

L, Sans, lowa City. 

Delegate—Francis M. Forster, Washington, D. C. 

Representative to Scientific Exhibit—Benxjamin Bosues, Chi- 
cago. 

Executive Committee—FRraNcis J. BRaceELAND, Hartford, Conn.; 


Lee M. Eaton, Rochester, Minn.; Dr. Von Hacen; Dr. 
Sanus; and Dr, Forster. 


Tuesday, June 4—2 p. m. 


Survey of Cervical Disc Lesions. 


Guy L. Opom, BARNES WoopHALL, and WILLIAM FINNEY, 
Durham, N. C. 


Discussion to be opened by B, Hart- 
ford, Conn., and Frank H, Cincinnati. 
Recent Developments in the Treatment of Pituitary Adenomas. 

Horrax, Boston. 
Discussion to be opened by Bronson S, Ray, New York, 
and E, Gurpyian, Detroit. 
Pseudotumor Cerebri. (Benign Intracranial Hypertension.) 
Leo M. Daviworr, New York. 
Discussion to be opened by EMaNnueL H. Ferrinc, New 
York, and F. C. Grant, Philadelphia. 
The Relationship of Hydrocephalus to Myelomeningocele and 
to Hydromyelia. 
W. James Garpner, Cleveland. 
Discussion to be opened by Jonn E. Scanrr, New York. 


The Clinical Significance of Low Cerebrospinal Fluid Pressure. 

Henry A. SHENKIN and Bernarp E. Finneson, Philadel- 
phia. 

Discussion to be opened by Hano_p G. WoLrr, New York, 
and J. Perer Murpeny, Washington, D. 

Gliomas of the Optic Nerves. 

Henry W. Donce Jr., J. GRArtoN Love, WincHELL Mck. 
Craic, B. Dockerry, THoMas P. KEARNS, 
Couin B. Hotman, and Atvin B, Hay es, Rochester, 
Minn. 

Discussion to be opened by A. EArt. WALKER, Baltimore. 


Wednesday, June 5—2 p. m. 
ELECTION OF OFFICERS. 


Chairman’s Address: Kart O. Von Hacen, Los Angeles. 


Postural Myoneuralgia: Integration of the Acroparesthesia Syn- 
dromes. DonaLp A, Jounson, Washington, D, C. 
Discussion to be opened by Lee M. Eaton, Rochester, 

Minn., and Tirrany Lawyer Jr., New York. 


The Current Status of the Use of Anticoagulant Drugs in the 
Treatment of Cerebral Infarction. 


C. H. R. G. Srexert, and J. P. WuHisnanrt, 
Rochester, Minn. 

Discussion to be opened by Irving S. Wricut and 
H. Houston Merritt, New York. 

Cerebrospinal Fluid Glutamic Oxalacetic Transaminase (GOT) 
and Lactic Acid Dehydrogenase (LDH) Activities in Neu- 
rologic Diseases. 

Josern B. Green, Henry A, OLDEWURTEL, DESMOND S. 
O’Douerty, and Francis M. Forster, Washington, D. C. 


Discussion to be opened by Heinrich Waertscu, New 
York. 


The Comparative Effects of Methocarbamol (a new Lissive 
Drug), Equanil (Miltown) and Flexin on Human Skeletal 
Muscle Hyperactivity. Francis A. VazuKa, Richmond, Va. 
Discussion to be opened by Wavrer O, KLiIncMan, Char- 

lottesville, Va., and Rosert WittiamMs, Washington, 
D.C. 


Functional Hyperinsulinism as a Major Cause of Neuro-Psychi- 
atric Illness. Harry M. SALzer, Cincinnati. 
Discussion to be opened by Benjamin H. Bacser, New 

York. 

Migraine and Seizure States in Children. 

Cary Suter, WALTER O. KLINGMAN, HARry AusTIN, and 
O. W. Lacy, Charlottesville, Va. 

Discussion to be opened by Francis M. Forster, Wash- 
ington, D. C., and EpMunp C, Burke, Rochester, Minn. 


Thursday, June 6—2 p. m. 


The Delinquent Child and the Family Doctor. 
Harry R. BrickMAN, Los Angeles. 
Discussion to be opened by Harotp W. Lovett, New 
York. 
Clinical Aspects of Sensory Deprivation. 
P. Herperrt LemerMAn, Jack H. MENDELSON, DONALD 
WexLer, and Puitip SOLOMON, Boston. 
Discussion to be opened by Wm. B. TreRHUNE, New 
Canaan, Conn., and Lawrence C. Kois, New York. 
The Use of Citrated Calcium Carbimide (Temposil) in the Treat- 
ment of Chronic Alcoholism. 
Jackson A. Smirn, Jack A. WoLFrorp, MARILYN WEBER, 
and DouGaLp McLean, Omaha. 
Discussion to be opened by Merrirr W. Foster Jr., 
Richmond, Va. 
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The Therapeutic Effect of Hospital Culture on Chronic Schizo- 
phrenia. 


GARFIELD TourNey, RopertT GLEN, H. WARREN DuNHAM, 
Rira Seng, and J. S$. Gorruies, Detroit. 


Discussion to be opened by Paut H. Hocn, New York. 


The Results of Treatment of Psychotic States With Newer 
Phenothiazine Compounds Effective in Smali Doses. 
Dovucias GOLDMAN, Cincinnati. 
Discussion to be opened by Herman C, B. DeNBER, New 
York. 
The Reduction of Psychiatric Symptoms by Short-Term Psycho- 
therapy and by Placebo Medication. 


Lester H. GuiepMan, EArt H. Nasu Jr., STANLey D. 
ANTHONY StoNe, and JEROME Frank, Bal- 
timore. 


Discussion to be opened by Henry K. Beecuer, Boston, 
and S, LaANGrorp, New York. 


SECTION ON OBSTETRICS AND GYNECOLOGY 
MEETS IN HENRY HUDSON HOTEL, BALLROOM 
OFFICERS OF SECTION 


Chairman—D. Frank KALTREIDER, Baltimore. 

Vice-Chairman—Wooparp D. BeacHaM, New Orleans. 

Secretary—Keiru Russet, Los Angeles. 

Delegate—Ravpu E, CAMPBELL, Madison, Wis. 

Representative to Scientific Exhibit—Freperick H. Fats, River 
Forest, Ill. 


Executive Committee—Freperick H, River Forest, 
Frank R. Lock, Winston-Salem, N.C.; Dr. KAvLrreter; 
Dr. and Dra, CAMPBELL. 


Wednesday, June 5—9 a. m. 
The Use of Newer Progestins in the Treatment of Pelvic Endo- 
metriosis. Rosert W. KistNeR, Brookline, Mass. 
Arborization of Cervical Mucus: An Aid in Diagnosis. 
Isapor ForMaN, Philadelphia. 


Uroflowmetric Observations in Gynecologic Patients. 


Water P. Perer Jr., and Wittarp M. Drake Jr., Cam- 
den, N. J 


INTERMISSION 


Valvuloplasty for Mitral Stenosis During Pregnancy. 
WarrREN J. Taytor, Harrison BLaAck, WENDELL B. 
THRowER, and Dwicur E. Harken, Boston. 


The Obstetrician’s Role in Post-Partum Mental Illness. 


Curtis T. Prout, Mary Avice Wurre, Cari Fixsen, and 
Marvin Founpeur, White Plains, N. Y. 


Chairman’s Address: The Breech and Cesarean Section. 
D. Frank KALTREIDER, Baltimore. 


Thursday, June 6—9 a. m. 


JOINT SESSION WITH THE SECTION ON PEDIATRICS 
IN HENRY HUDSON HOTEL, BALLROOM 


Panel Discussion on Postmaturity 
J, EAstTMAN, Baltimore, Moderator. 
Participants: H, Cuirrorp, Boston; ScHUYLER KOHL, 


Brooklyn, N. Y.; and Rospert E, L, Nessitrr Jr., Albany, 
N. Y. 
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Panel Discussion on Pulmonary Hyaline Membrane Disease 
Cuarces C, Washington, D. C., Moderator 
Participants: D. Bruns, Denver, and Perer GRUENWALD, 

Jersey City, N. J. 
Friday, June 7—9 a. m. 
BUSINESS MEETING; ELECTION OF OFFICERS 
Prediabetes Associated with Pregnancy. 
Evsie R, Carnrincton, Philadelphia. 
Rupture of the Marginal Sinus of the Placenta. 
James Henry Fercuson, Miami, Fla. 


Instrumental Methods in the Evaluation of Intrauterine Fetal 
Environment. 


RicHarp Lee BERNsTINE, WINSLOW J, Borkowski, and 
Epwarp M. SourHern, St. Albans, L. 1., N. Y 


Surgical Complications of Pregnancy. 
Rosert H, Barrer, Washington, D. C. 


INTERMISSION 


Screening of the Female Population of Floyd County Georgia 
for Cervical Carcinoma. H. E. Niesurcs, New York. 


Colposcopy: A Neglected Method of Cervical Evaluation. 
WakrrEN R, Lanc, Philadelphia. 


The Recent Treatment of Tuberculosis in Pregnancy. 
GrorGE SCHAEFER, Forest Hills, L. L., N. Y., and STANLEY 
J. and R. Gorpon Doucias, New York, 


SECTION ON OPHTHALMOLOGY 
MEETS IN THE PARK SHERATON HOTEL, BALLROOM 
OFFICERS OF SECTION 
Chairman—ALGERNON B. Reese, New York. 
Vice-Chairman—Hepwic Kunn, Hammond, Ind. 


Secretary—Harowp G, Scueie, Philadelphia. 


Delegate—Racpu O. RyCHENER, Memphis, Tenn. 

Representative to Scientific Exhibit—FRaANK W, Newer, Chi- 
cago. 

Executive Committee—Exuinc W. Hansen, Minneapolis; ALBERT 
D. RuEDEMANN, Detroit; Dr. Reese; Dr. and Dr. 
RYCHENER. 


Program of Section on Ophthalmology 


Wednesday, June 5—9 a. m. 


Chairman’s Address: The Differential Diagnosis of Melanoma 
of the Uvea from Simulating Lesions. 

A. B. Reese, New York. 

Address of Invited Foreign Guest: The Differential Diagnosis 
of the Tapeto-Retinal Degenerations. 

Pror, J. Francois, Ghent, Belgium. 


Ocular Involvement in Naevoxantho-Endotheli Report of 
Two Cases. Frank W. Newe Chicago. 
Discussion to be opened by T. E. Sanvers, St. Louis. 


Pars Plana Cysts. SAMUEL T. ApbAMs, Montreal, Canada. 

Discussion to be opened by Herserr M. Karzin, New 
‘ork. 

Improvement in the Hypertensive Retinopathy of 109 Patients 
Following Combined Adrenal Resection and Sympathec- 
tomy. C, Frayer, Philadelphia. 
Discussion to be opened by JouN WENDLAND, Minneapolis. 
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Malignant Melanoma of Uvei: Observations on Growth and 
Behavior, Enucleation Refused or Long Delayed. 
Banks ANDERSON, Durham, N. C. 
Discussion to be opened by Lorenz AN, Wash- 
ington, 
Studies on Continuous Electrocardiography During Ocular Sur- 
gery. 
Raven Kinscn, Samer, and Viceror KuGceL, 
Miami, Fla. 
Discussion to be opened by Haroip F, Facus, Ann Arbor, 
Mich. 


Thursday, June 6—9 a. m. 
EXECUTIVE SESSION, 


Address of Invited Foreign Guest: Iridencleisis in Buphthalmos. 
FRANK Law, London. 


Evaluation of New Anticholinesterase Agents in Glaucoma. 
Irvine H. Daviy Gown, and Paut Gorn, Phila- 
delphia. 
Discussion to be opened by H. Saunt Sucar, Detroit. 


A Surgical Approach to Total Xerophthalmia Through Trans- 
plantation of the Parotid Duct. 


James E. Bennerr and Arsy L. Baitey, Cleveland. 
Discussion to be opened by Trycve GuNnpersen, Boston. 


New Aspects of Ophthalmoneurologic Diagnosis. 
Goopwin Breinin, New York. 


Discussion to be opened by Francis Heep Apter, Phila- 
delphia. 


Friday, June 7—9 a. m. 
Symposium on Problems in Cataract Extraction 


Five Years Experience with the Ridley Operation. 
Warren S. Reese and Turcur N. Hamos, Philadelphia. 


Acrylic Lenses in the Anterior Chamber: Experimental Studies 
in Animals. 
J. H. Kine Jr. and SkeeHan, Washington, 


Clinical Report on Three Cases of Postoperative Epithelial 
Downgrowth Treated by Curettage and Cautery with 70 
Alcohol. 


Joun C. Lone and Greorce Tyner, Denver. 


Cataract Extraction and Aqueous Outflow. 


James E. Mitver, G. RicHarp keskey, and Bernanp 
Becker, St. Louis. 


Tonographic and Gonioscopic Studies Before and After Cataract 
Extraction. 
Pei-Fer Lee and Ropert R. Trorren, Boston. 


Contact Lenses in Aphakia. Everert L. Goan, Houston, Texas. 
Comparison of the Peripheral Iridectomy Vs the Keyhold Lridec- 

tomy. 
Davin S. JoHNson and Raven H. Pino, Detroit. 


Conservatism in the Treatment of Congenital Cataract. 
FRANK D, CostTeENBADER and Dan G, ALBERT, Washington, 
D.C. 


Discussion to be opened by Jonn H, DuNNINGTON, New 
York; Perer C. Kronrecp, Chicago; Joun M. McLean, 
New York; A. Epwarp MAuMENEE, Baltimore; and 
Derrick Vait, Chicago. 


J.A.M.A., April 20, 1957 


Association for Research in Ophthalmology, Inc. 
OFFICERS 


Chairman—T. E. St. Louis. 
Secretary—LoraNnp V. Jounson, Cleveland. 


Program of Association for Research in Ophthalmology, Inc. 


Monday, June 3—9 a. m. 
MEETS IN THE PARK SHERATON HOTEL, FORUM ROOM 


Effects of Tachistoscopic Training on Visual Functions in 
Myopic Patients. 

Conrap Berens, Louis J. Geratp Fonpa, and 
B. SELLS. 


Discussion to be opened by KennetuH N. 

The Human Optic Papilla: A Demonstration of New Anatomical 
and Pathological Findings. 
Discussion to be opened by Parker Hearn. 


J. Remier Wowren, 


Continuing Studies on the Association of Adenovirus Type $ 
with Epidemic Keratoconjunctivitis. 
L. Hanna, Jawerz, Y. Muirsui, P. THycrson, S. Kintera, 
and A, NicHoLas, 
Discussion to be opened by Atson E. Bravey., 


Precipitating Antibodies to Toxoplasma: A Follow-Up Study of 
Findings in the Blood and Aqueous Humor. 
G. Ricuarp O'Connon. 


IN TERNEISSION 


Factors Underlying the Development of the Ciliary Processes. 
Acrrep J, Coucompre and Jane L, Coutompne. 
Discussion to be opened by Georce kK. SMELSER, 


The Effects of Maternal Hypoxia on Inheritance of Recessive 
Blindness in Mice. AELETA NicHoLs Barber. 


Discussion to be opened by Haroip Fans. 


Distribution of Radioactive Sulphate in the Developing Eve. 
Grorce K, SMeLSER and Vicroria OZANICS. 
Discussion to be opened by ALBERT M. Ports, 


Oxygen Studies in Retrolental Fibroplasia. VI. The Effects of 
Concentration and Duration of Exposure to Oxygen on 
Experimental Ocular Lesions. ARNALL Parez. 

Discussion to be opened by V. Evererr Kinsey. 


Monday, June 3—1:30 p. m. 


The Response Pathway from Photoreceptor to Nerve Cells in 
Leo E, Lipverz. 
Discussion to be opened by WERNER kK. NOELL. 


the Limulus Lateral Eve. 


Solution of the Differential Equations Pertaining to Aqueous 
Humor Dynamics. SAMUEL I, Askovirz. 
Discussion to be opened by V. Everett Kinsey. 

Electromyography of Fusional Movements. 


FREDERICK C, BLopi and VAN ALLEN. 
Discussion to be opened by Goopwin M. BRreININ. 


Autonomic Innervation of Extraocular Eye Muscles. 
WaLcrer Mircuect and Geruarp A, BRECHER. 
Discussion to be opened by Francis H. ADLER. 


The Effect of Ultrasonic Radiation Upon the Rate of Absorption 
of Blood from the Vitreous. GILBERT BaAuM. 
Discussion to be opened by Lupwic von SALLMANN. 


INTERMISSION 
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Ocular Effects of Systemic Siderosis. 
A. Cipis, E. Brown, and S. M, Hone. 
Discussion to be opened by Davin G. Cocan. 


Cytochemical and Morphological Changes in Corneal Stromal 
Cells Following Wounding. Vircinia L. Weimar. 
Discussion to be opened by A. E. MAUMENEE. 


Further Studies on the Viability of Frozen Corneas. As Deter- 
mined in Tissue Culture. 
Jerry W. Dranem, D, McPHerson Jr., VinGinta 
J]. Evans, and Witton Earce. 
Discussion to be opened by HaveNner, 


Tuesday, June 4—1:30 p. m. 


A Study of the Uptake of P*?, Zn®* and I'*! by Experimental 
Malignant Melanoma. 
James F. O'Rourke, Humpurey Parron, and Rosert 
BRADLEY. 
Discussion to be opened by Eowin Dunpuy. 


Anterior Chamber Perfusion Studies. II. Controlled Particle 
Size in Relationship to Pore Size. 
Poivie A, Peter, Woop Lypa, and NARENDRA KRISHNA. 
Discussion to be opened by Perer C, KRONFELD, 


A Study of the Innervation of the Chamber Angle. Part I. The 
Origin on Trabecular Axons Revealed by Degeneration 
Studies. 

Monte G. Lupwic von SALLMANN, and 
Discussion to be opened by L. Carrenter. 


The Effect of Succinylcholine on the Extraocular Striate Muscles 
and on the Intraocular Pressure. F. J. Macri. 
Discussion to be opened by W. Morron Grant. 


INTERMISSION 


Friedenwald Memorial Lecture: Physiologic Control of Corneal 
Hydration. Joun E. Harris. 


On the Occurrence of Proteolytic Enzymes in Normal and 
Cataractous Lenses. E. ZELLER and ANima Devt. 
Discussion to be opened by ZacHarias Discue. 


The Transcorneal Potential. 
Porrs and Roperr Moprete. 
Discussion to be opened by D. Venkar Reppy. 


Incorporation of $*5-Inorganic Sulfate into Mucopolysaccharides 
of Cornea. WortTMAN and Jack L. STROMINGER. 
Discussion to be opened by E. ALBert ZELLER. 


Wednesday, June 5—1:30 p. m. 


In Vivo Intralenticular Implantation of Various Dyes and 
Enzyme Inhibitors. W. VoceL. 
Discussion to be opened by Lupwic von SALLMANN. 


In Vitro Lens Studies. Il. Production of Cataractous Changes. 
MARGUERITE A, CONSTANT. 
Discussion to be opened by Cart Wacut. 


Studies on the Crystalline Lens: VII. Ascorbic Acid and Mitotic 
Activity in Cultured Lenses. 
V. Everett Kinsey and Cart WACHTL. 
Discussion to be opened by BERNARD SCHWARTZ. 
Studies on the Sulfhydryl Groups of Lens. 
LorENzo O. MEROLA and Jin H. Krinosuira. 
Discussion to be opened by ZacHanrias DiscHeE, 
BUSINESS MEETING 


INTERMISSION 
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Studies on Protein and Protein Synthesis of the Lens in Gal- 
actose Cataract. 


ZACHARIAS  DISCHE, 
ZELMENIS. 


Discussion to be opened by Joun W. Patrrerson, 


JosHua Youtus, and GINEvRA 


Insulin and the Lens. T. Farkas and Joun W. Patterson. 
Discussion to be opened by Jin H. Kinosuira, 


Lens Proteins. JuLes FrRANcOo!s, 
Discussion to be opened by Rosert A. RESNIK. 


Lens Proteins. Rosert A. Resnik. 


Discussion to be opened by ENpre A. BALAzs. 


Thursday, June 6—1:30 p. m. 


Studies of Bruch’s Membrane. 1. Results of Flow Studies 
Through a Bruch’s Membrane-Choroid Preparation. 
Woop Lypa, Nits Eriksen, and NARENDRA KRrisHNa. 
Discussion to be opened by Perer C, KRONFELD. 


The Effects of Ganglionic Blocking Blood on Aqueous Flow in 
Normal and Glaucomatous Subjects. Davip A, Rosen. 
Discussion to be opened by ELMer J. BALLINTINE. 


The Aqueous: Plasma Steady-State Ratios of Potassium and 
Sodium and the Influence of Diamox and Dibenamine 
Thereon. 

Joun E. Harris, A. Eucene Carcson, Loutse Gruner, and 
GERTRUDE HOSKINSON, 
Discussion to be opened by Irving 


a on the Mode of Action of Pilocarpine on Aqueous Out- 
flow: Correlation of Tonographic and Gonioscopic Data 
with Histologic Studies of the Trabecular Meshwork of 
Monkey Eyes. 

FLocks and H, Curistian Zwenc, 
Discussion to be opened by Bernarp BECKER. 


INTERMISSION 


Proctor Medal Recipient: Oscular Vascularization in Health and 
Disease. NorRMAN ASHTON, 


Dynamics of Diamox Induced Bicarbonate Changes in Aqueous 
Humor of Rabbit Eye. 
Harry Green, Mayer J. MANN, SAMuEL I, Askovrrz, and 
invinc H, Leorowp, 
Discussion to be opened by Joun E. Harris, 


The Bicarbonate Concentration of Guinea Pig Aqueous Humor: 
Effect of Scurvy and of Acetazolamide. 
BERNARD BECKER. 
Discussion to be opened by Harry GREEN. 


The Tritium Steady State of the Rabbit Eye. 
Max FriepMAN, FRANK W. NEWELL, Georce V. LeRoy, 
and Georce T. Oxira. 
Discussion to be opened by Maurice B, LANGHAM, 


SECTION ON ORTHOPEDIC SURGERY 
MEETS IN COLISEUM, ROOM 2, 2ND FLOOR 
OFFICERS OF SECTION 


Chairman—Epwarp L. Comprre, Chicago. 

Vice-Chairman—FREDERICK R, THompson, New York. 

Secretary—H. HerMan Younc, Rochester, Minn. 

Delegate—H. Retton McCarro t, St. Louis. 

Representative to Scientific Exhibit—James I, Kenprick, Cleve- 
land. 

Executive Committee—Jesse T. Philadelphia; 
Green, Boston; Dr. Comprere; Dr. YounG; and 
Dr. McCarro.t, 
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Wednesday, June 5—9 a. m. 


Closed Reduction of Common Shoulder and Elbow Dislocation 
Without Anesthesia. 
Ropert W. Parvin, West Point, N. Y. 
Discussion to be opened by Joserpn L. FLeminc, Detroit, 
and J. Stewart, Columbia, Mo. 
The Use of Local Anesthesia in the Treatment of Fractures and 
Dislocations. 
R. H. Ramsey and H. E. Pepersen, Dearborn, Mich. 
Discussion to be opened by Rosert E. INGERSOLL, Boston, 
and C. Coney, Washington, D. C. 
Intramedullary “Pull-Out” Wire Fixation in Surgery of the Hand. 
Lee J. Cornrey, Cleveland 
Discussion to be opened by Samue. G, Stupsins, Cleve- 
land, and N. J. GIANNEsTRAS, Cincinnati. 
Fractures of the Elbow in Children: A Review of 300 Cases. 
Joun J. and Donacp J. MayLann, Chicago. 
Discussion to be opened by CHarves J. FRANKEL, Char- 
lottesville, Va., and Georce HamMOnp, Boston. 
Treatment of Fresh Fractures of the Neck of the Femur with 
Intramedullary Stem-Prostheses. 


A. A. Savastano, L. A. Sacre, and V. Zeccnino, Provi- 
dence, R. I. 
Discussion to be opened by STANLEY S$, TANz, Tucson, 
Ariz., and Frank E, Stincurietp, New York. 
Ski Injuries. FREEMAN D, Fow.er, Idaho Springs, Colo. 
Discussion to be opened by Irvin E. Henpryson, Denver 
and J. Sreruinc Baxter, Aspen, Colo. 


Thursday, June 6—9 a. m. 
ELECTION OF OFFICERS, 


The Occult Fractures. 
NorMAN J. RoseENBERG and Rupovpen Reicu, Cleveland. 
Discussion to be opened by ALAN Der Forest Smitru, New 
York, and Cuarves V. Heck, Chicago. 
Moderately Severe Whiplash Injuries of the Cervical Spine and 
Their Radiologic Diagnosis. 
Martin S. Apex, San Francisco. 
Discussion to be opened by Ricuarp F. Wacner, San Fran- 
cisco. and Jacop St. Joseph, Mo. 
Fractures of the Distal Third of the Femur. 
Marcus J, Srewart, Memphis, Tenn., Sipney L. WALLACE 
Jn., Knoxville, Tenn. 
Discussion to be opened by Rurus H. ALLpREDGE, New 
Orleans, and Davin S. Grice, Boston. 
Chairman’s Address. Epwarp L. Comprre, Chicago 
The Care of the Infant with Dysplasia of the Hip. 
Paut C, Cotonna, Philadelphia 
Discussion to be opened by ALFrep R. SHANDs, Wilmington, 
Del., and Freperntck L. Lienoir, New York. 
Treatment of Fractures of the Os Calcis. 
Morton H, LEonarp, El Paso, Texas. 
Discussion to be opened by Paut Gorrowsk1, Lincoln, 
Neb., and DoucLas D. Torretmier, Oakland, Calif. 


Friday, June 7—9 a. m. 
JOINT MEETING WITH THE SECYION ON PHYSICAL MEDICINE 
IN COLISEUM, ROOM 1, 2ND FLOOR 


Panel Discussion and Symposium on Care of the Severely 
Injured Patient 


Epwarp L. Comprre and Louts B. NewMan, Chicago, 
Moderators. 


Supportive and Emergency Treatment. 
Wa rer G, Mappoock, Chicago. 
James C, Wurre, Boston. 
James H, DeEWeeEr», Rochester, Minn. 
H, Retton McCarroue, St. Louis. 
Rosin ANpdeRSON, Cleveland. 


Neurosurgical Aspects. 
Urological Aspects. 
Orthopedic Aspects. 
Plastic Surgery Aspects. 
Physical Therapy Aspects. 
Freperic J. Korrke, Minneapolis. 

Chest Surgery Aspects. 

LAWRENCE M, Suerrs, San Antonio, Texas. 


SECTION ON PATHOLOGY AND PHYSIOLOGY 


MEETS IN COLISEUM, ROOM |, 2ND FLOOR 
OFFICERS OF SECTION 

Chairman—H, Russevy Fisner, Los Angeles. 

Vice-Chairman—Epwin F. Hirscn, Chicago. 

Secretary—Hucu A, EpMonpson, Los Angeles, 

Delegate—LaLu G. Monrcomery, Muncie, Ind. 

Representative to Scientific Exhibit-Samurt A, Levinson, 
Chicago. 

Executive Committee—SamurL A, Levinson, Chicago; Rocer 
D. Barker, Durham, N. C.; Dr. Fisher; Dr. EpMONDsON; 
and Dr. MontcomMeEery. 


Wednesday, June 5—9 a. m. 


Lobular Carcinoma in Situ of the Breast: A Follow-Up Study. 

FRANK W. Foore Jn., New York. 

Discussion to be opened by Hucu G. Gravy, Washington, 
D.C. 


The Incidence of Metastatic Carcinoma to Axillary Lymph 
Nodes from Carcinoma of the Breast as Revealed by Serial 
Sections of the Nodes. 

Joun R. SCHENKEN, Jerry Tamisiea, and James L, Voser, 
Omaha, and Francis C, CoLeMAN, Des Moines, lowa. 
Discussion to be opened by Davip A. Woon, San Francisco. 


The Natural History of Cancer of the Breast. 
Harpin B. Jones, Berkeley, Calif. 
Discussion to be opened by Harry S, N. Greener, New 

Haven, Conn. 
Structural Features of Prognostic Significance in Human Breast 
Cancer. 

Mavrnice M. BLack and Francis D, Speer, New York. 
Discussion to be opened by ALFRED A. ANGRist, New York. 


Clinical and Pathological Findings Associated with the Treat- 
ment of Breast Cancer with Triethylenethiophosph id 

Grorce E, Moore and Joun W, Pickren, Buffalo. 

Discussion to be opened by Davip A. KARNOFsKy, New 


York. 


Clinical Experience with Resection of the Internal Mammary 
Lymph Node Chain in Breast Cancer. 

Jerome A. Unban, New York. 

Discussion to be opened by Frep W. Stewart, New York. 


Thursday, June 6—9 a. m. 

BUSINESS MEETING; ELECTION OF OFFICERS, 

Observations on the Pathological and Physiological Effects of 
Alpha and Beta Particle Radiation in the Rat, Dog, and 
Man. Stuart W. Lipepincort, Upron, N, Y. 
Discussion to be opened by Carx F. Tessmer, Washington, 
D.C. 
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The Diagnosis and Significance of Thyroid Nodules. 


. 


Parrick J, FirzGeracp, Brooklyn, N. Y 
Discussion to be opened by Lawrence S. SLOAN, New York. 


Chairman’s Address. H. Russet Fisner, Los Angeles. 


Host Factors in Fatal Human Lung Cancer. 
SHELDON C, Sommers, Boston. 
Discussion to be opened by Norman J. Witson, Boston, 
and Ernest Wynper, New York. 
Use of Chromium-51 Tagged Red Cells in Differentiation of 
Hypersplenism. Oscar B. Hunter Jr., Washington, D. C. 
Discussion to be opened by Joun W. Resucx, Detroit. 


Glucagon and the Anti-Insulin Action of Cortisone. 
Bruno and Sypney Lazarus, Brooklyn, N. Y. 
Discussion to be opened by Piero Foa, Chicago. 


Brucellosis and Heart Disease: IV. The Etiology of Calcific 
Aortic Stenosis. Tuomas M. Peery, Washington, D. C. 


Discussion to be opened by Water L, Brerrinc, Des 
Moines, Lowa. 


Friday, June 7—9 a. m. 

JOINT MEETING WITH SECTION ON GASTROENTEROLOGY AND 
PROCTOLOGY IN COLISEUM, ROOM 4, 4TH FLOOR 
Panel Discussion on Cancer of the Gastrointestinal Tract 
Rosertr Zouuincer, Columbus, Ohio, Moderator. 


Participants: BENJAMIN CAsTLEMAN and J. ENGLEBERT Dunpuy, 
Boston; Watrer L. PaLMer, Chicago: MIarvin PoLLarp, 
Ann Arbor, Mich.; Isapor Ravpin, Philadelphia, and 
Arruur Perpy Stour, New York. 


SECTION ON PEDIATRICS 


MEETS IN THE PLAZA HOTEL, TERRACE ROOM 
OFFICERS OF SECTION 


Chairman—M. G. PerermMan, Milwaukee. 

Vice-Chairman—A.Lrrep E. Fiscuer, New York. 

Secretaryv—WyMawn C. C, Core Sr., Detroit. 

Delegate—Wooprurr L. Crawrorp, Rockford, Il. 

Representative to Scientific Exhibit-F. Tuomas 
Memphis, Tenn. 

Executive Weston Jr., Columbia, C.; 


F. THomas Memphis, Tenn.; Dr. Peterman; Dr. 
Cove; and Dr. Crawrorp. 


Tuesday, June 4—2 p. m. 


JOINT MEETING WITH SECTION ON RADIOLOGY IN 
THE PLAZA HOTEL, TERRACE ROOM 


Dysplasia Epiphysialis Hemimelica. 
Harovp E. Futon, Detroit. 
Discussion to be opened by E, MiLver, Dallas, 
Texas. 
The Asymptomatic Period in Retained Foreign Bodies of the 
Bronchus in Children. 


Greorce A. MILLER, CesAnE GiANTuRCO, and Howarp C. 
Nevucks, Urbana, III. 


Discussion to be opened by James S. WALKER, Urbana, IIl. 


Mediastinal Masses in Children. 


Rosert J. Reeves and Georce J. RicHarps Jr., Durham, 
North Carolina. 


Discussion to be opened by Roy R. Greenrnc, Philadelphia. 
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Lobar Emphysema. 


Harry W. Fiscuer, Iowa City, and Josep L. Lucio and 
Cuester P, Lynxwiter, St. Louis. 


Discussion to be opened by Joun P. Carrey, New York. 


Reduced Total Exposure for the Roentgen Diagnosis of In- 
testinal Obstruction of the Newborn. 

Joun W. Hope, Philadelphia. 

Discussion to be opened by C. Evererr Koop, Philadelphia. 


The Normal Heart and Evidence of Congenital Abnormality: 
Their Roentgen Manifestations in Very Early Infancy. 
Grorce Jr., Charlottesville, Va. 
Discussion to be opened by McLemore Birpsonc, Char- 
lottesville, Va. 
High Speed Biplane Selective Angiocardiography. 
Lawrence A. Davis, Letcur, and Everett L. 
Pirnkey, Louisville, Ky. 
Ultra-Short Expesures and a Rapid Film Changer in Pediatric 
Roentgenography. 
Barton R. Younc, Roserr B. Funcu, and Jay W. Mac- 
Moran, Philadelphia. 
Discussion on papers by Drs. Davis, Lercur and Pirxkey, 
and Drs. Younc, Funcu, and MacMoran to be opened 
by Herserr M. Stacerrer, Philadelphia, and Joun A. 
CAMPBELL, Indianapolis. 


Wednesday, June 5—2 p. m. 
BUSINESS MEETING AND ELECTION OF OFFICERS. 
Chairman's Address. 


M. G. PererMan, Milwaukee. 


The Joseph Goldberger Lecture on Clinical Nutrition: Trends 
and Fashions in Modern Pediatric Nutrition. 
Paut Gyorcy, Philadelphia. 
Neonatal Icterus: With Special Reference to A and B Incom- 
patibility. 
Victor C. Vaucun IIL and Frouzannen B. BRELIAN, 
Philadelphia. 


Organic and Organizational Aspects of the Diagnosis and 
Treatment of School Adjustment Problems. 
Homer F. Weir, Rockford, Il. 


The Health Services School-Age Children Need. 
Tuomas E, SHAFFER, Columbus, Ohio. 


The Role of the Private Physician in Health Programs for 
School Children. Joun L. Reicuert, Chicago. 


Thursday, June 6—9 a. m. 
JOINT SESSION WITH THE SECTION ON OBSTETRICS AND 
GYNECOLOGY IN HENRY HUDSON HOTEL, BALLROOM 
Panel Discussion on Postmaturity 


NicHowas J, EastMan, Baltimore, Moderator. 


Participants: Srewarr H. Cuirrorp, Boston; SCHUYLER KOHL, 
Brooklyn; and Roserr E. L. Nessrrr Jr., Albany, N. Y. 


Panel Discussion on Pulmonary Hyaline Membrane Disease 
Cuarces C, Cuappce, Washington, D. C., Moderator, 


Participants: D. Bruns, Denver, and Perer GruENWALD, 
Jersey City, N. J. 
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SECTION ON PHYSICAL MEDICINE 
MEETS IN THE PARK SHERATON HOTEL, FORUM ROOM 
OFFICERS OF SECTION 


Chairman—Louis B. NewMan, Chicago. 

E, Knapp, Minneapolis. 

Secretary—Watrter J. Zerrer, Cleveland. 

Delegate—FRANK H. Krusen, Rochester, Minn. 

to Scientific Exhibit—DonaLp A. CovaLt, New 
York. 


Executive Committee—Wittiam) Scumupt, Philadelphia; 
Frances Baker, San Mateo, Calif.; Dr. Newman; Dr. 
Zerrer; and Dr. KRusEN. 


Wednesday, June 5—9 a. m. 
BUSINESS MEETING 


Chairman’s Address: Physical Medicine and Rehabilitation in 


Rheumatic Heart Dsease. Louis B. Newman, Chicago. 


Diagnosis, Prognosis and Treatment Techniques in Aphasia. 
Earu F. Hoerner, West Orange, N. J. 
Discussion to be opened by Harris PoMERANTZ, New 
Haven, Conn. 
Evaluation and Management of the Brain-Damaged Patient. 
Jerome S. Tosis, Mitton Lowenruart, and SiMon 
MARINGER, New York. 
Discussion to be opened by Paut A, NeLson, Cleveland. 


Management of Somatic Complications in Psychiatric Patients. 
Jack Montrose, N. Y. 
Discussion to be opened by Frirz Frreptanp, Boston. 


Rehabilitation of Bilateral Lower Extremity Amputees. 


Artuur L. Warkins, Boston, and Sune J. Liao, Rocky 
Hill, Conn. 


Discussion to be opened by CHartes Lone Cleveland. 


Thursday, June 6—9 a. m. 
BUSINESS MEETING; ELECTION OF OFFICERS 
Spinal Cord Injury: Rehabilitation Costs and Results in 31 Suc- 
cessive Cases. S. Harry Berns, New York. 
Discussion to be opened by James W. Rag, Ann Arbor, 
Michigan. 
Electromyography in Clinical Practice in Muscle Atrophy. 
Max K. Newman, Detroit. 
Discussion to be opened by O. Leonarp HuppLeston, 
Santa Monica, Calif. 
Specific Management for Lumbar and Sacral Radiculitis. 


Freperic B, House, and Sytvester J. O'Connor, Ann 
Arbor, Mich. 


Discussion to be opened by CHaries D. Wash- 
ington, D. C. 

Industrial Injury: The Practical Need for Capability Evaluation. 

LEONARD J, YAMSHON, Los Angeles. 

Discussion to be opened by Epwarp Gorvon, Chicago. 


The Compensation Factor in Acute Back Injuries. 

Epwarp M. Krusen, Dallas, Texas, and Dororny E, Forp, 
St. Louis. 

Discussion to be opened by Mitanp E, Knapp, Minneap- 
olis. 

Some Social Factors in the Life and Employment Possibilities 
of the Physically Handicapped. Ese B. Kris, New York. 
Discussion to be opened by A. B. C, KNupson, Washing- 

ton, D.C. 


J.A.M.A., April 20, 1957 


Friday, June 7—9 a. m. 


JOINT MEETING WITH THE SECTION ON ORTHOPEDIC SURGERY 
IN COLISEUM, ROOM 1, 2ND FLOOR 


Panel Discussion and Symposium on Care of the Severely 
Injured Patient 


Epwarp Compere and Louis B. Newman, Chicago, 
Moderators. 


Supportive and Emergency Treatment. 
Wa ter G, Mappock, Chicago. 
James C, Wuire, Boston. 
James H, De Weerp, Rochester, Minn. 
H. Revtron St. Louis. 


Neurosurgical Aspects. 
Urological Aspects. 
Orthopedic Aspects. 
Plastic Surgery Aspects. 
Physical Therapy Aspects. 
Chest Surgery Aspects. 
LAWRENCE MM. Suerrs, San Antonio, Texas. 


Rosin ANDERSON, Cleveland. 
Freveric J. Korrke, Minneapolis. 


SECTION ON PREVENTIVE MEDICINE 
MEETS IN COLISEUM, ROOM 3, 3RD FLOOR 
OFFICERS OF SECTION 

Chairman—Epwarp J. Tracy, Dayton, Ohio. 

Vice-Chairman—Bruce UNpeRwoop, Washington, D. C. 

Secretary—FRANK Princi, Cincinnati, 

Delegate—RuTHERFORD T. JOHNSTONE, Los Angeles. 

Representative to Scientific Exhibit—~Paut A. Davis, Akron, 
Ohio. 


Executive Committee—JoHN J. PHatir, Cincinnati; Epwarp P. 
Luonco, Los Angeles; Dr. Tracy; Dr. Princi; and Dr. 
JOHNSTONE, 


Wednesday, June 5—9 a. m. 
BUSINESS MEETING. 
Chairman’s Address. Epwarp J. Tracy, Dayton, Ohio. 
Joint Meeting with American Academy of Occupational 
Medicine 
Effective Return to Work of the Cardiac Emplovee. 
J. J. Tuorpe, New York, and k. Weaver, Baton 
Rouge, La. 
Group Approach to Weight Reduction. 
RayMonp J. Murray, Great Neck, N. Y. 
Myocardial Infarction in a One Year Industrial Study. 
Sipney and C, A. D’ALonzo, Wilmington, Del. 
Twenty Years Experience with Rejection for Employment. 
ArtTHUR F, MaNceLsporrr, Plainfield, N. J. 
Preventive Medicine in Naval Aviation Training: the Ceopera- 
tive Efforts of Psychology and Psychiatry. 
B, Puities and Joun Bair, Pensacola, Fla. 


Thursday, June 6—9 a. m. 


Joint Meeting with American Association of Public Health 
Physicians 


The Changing Status of Virological Diagnostic Services. 
F. S. Cueever, Pittsburgh. 


Research in State and Local Health Departments. 
Abert V. Harpy, Jacksonville, Fla., and Tuomas D, Dus- 
LIN, Bethesda, Md. 


Health Problems of the Aged: A Challenge to Preventive Medi- 
cine. Leroy E. Burney, Washington, D, C. 
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An Epidemiological Approach to the Study of Cardiovascular 
Diseases. 
James Wart and WittiaM H. Stewart, Bethesda, Md. 


Health Services for the School Aged Child: A New Approach. 

Jacosziner, New York. 

Discussion to be opened by Rosperr Cursert, New 
‘ork. 


Friday, June 7—9 a. m. 
Joint Meeting with the Aero Medical Association 


The Role of the Flight Surgeon in Aviation Safety. 
Cart E. Witsur, Washington, D. C. 


Preventive Aspects of Aviation Medicine in a Commercial Air- 
line Operation. Oris B, ScHreuper, Jamaica, N. Y. 
Discussion to be opened by Kennetu L, Srrarron, Flush- 

ing, N. Y 

Prevention of Death and Injury in Aircraft Accidents. 

H. G. Mosevey, San Bernardino, Calif., FRANK M. Town- 
sEND and V, A. StemBRipGE, Washington, D. C. 

Discussion to be opened by Joun P. Stapp, Holloman, 
N. Mex. 

The Problem of Spatial Disorientation. 

James B. Washington, D. C. 


Biological Effects of Microwave Radiation on Air Force Per- 
sonnel. Grorce M. Knaur, Griffiss Air Force Base, N. Y. 
Discussion to be opened by Roserr T, P. pe TRevice, 

Dayton, Ohio. 


SECTION ON RADIOLOGY 
MEETS IN COLISEUM, ROOM 2, 2ND FLOOR 
OFFICERS OF SECTION 


Chairman—Donacp Cups, Syracuse, N. Y. 

Vice-Chairman—WENDELL G, Scorr, St. Louis. 

Secretary—TRAIAN Leucuti, Detroit. 

Delegate—Eucrenr P. Penpercrass, Philadelphia. 

Representative to Scientific Exhibit—Ricuanp H. 
Philadelphia. 

Executive Committee—LAURENCE L. Ropnins, Boston; Leo G. 
Ricter, Duarte, Calif.; Dr. Dr. Levcuria; and Dr. 
PENDERGRASS, 


Tuesday, June 4—2 p. m. 


JOINT SESSION WITH THE SECTION ON PEDIATRICS 
IN THE PLAZA HOTEL, TERRACE ROOM 
Dysplasia Epiphysialis Hemimelica. 
Harowv E, Fuvron, Detroit. 
Discussion to be opened by Jarrett EF, Mitver, Dallas, 
Texas, 
The Asymptomatic Period in Retained Foreign Bodies of the 
Bronchus in Children. 
Greorce A, Mitcer, Gianrurco, and Howarp 
Neucks, Urbana, Ill. 
Discussion to be opened by James $. Wacker, Urbana, Ill. 
Mediastinal Masses in Children. 


Ropert J. Reeve: and Georce J. Ricnarps Jr., Durham, 
North Carolina, 


Discussion to be opened by Roy R. Greeninc, Philadelphia. 


Lobar Empyhsema. 
Harry W. Fiscuer, lowa City, and Josep L, Luciwo and 
CHESTER P, Lynxwi er, St. Louis. 
Discussion to be opened by JoHn P. Carrey, New York. 
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Reduced Total Exposure for the Roentgen Diagnosis of In- 
testinal Obstruction of the Newborn. 
Joun W. Hope, Philadelphia. 
Discussion to be opened by C. Everetrr Koop, Phila- 
delphia. 
The Normal Heart and Evidence of Congenital Abnormality: 
Their Roentgen Manifestations in Very Early Infancy. 
Grorce Coorer Jr., Charlottesville, Va. 
Discussion to be opened by McLemore Birpsonc, Char- 
lottesville, Va. 
High Speed Biplane Selective Angiocardiography. 
Lawrence A, Davis, Leonarp Leicut, and Evererr L. 
Pirkey, Louisville, Ky, 
Ultra-Short Exposures and a Rapid Film Changer in Pediatric 
Roentgenography. 
Barton R. YounG, Roserr B, Funcu, and Jay W. Mac- 
Moran, Philadelphia. 
Discussion on papers by Drs. Davis, Lericur and Pirkey, 
and Drs, Younc, Funcu, and MacMoran to be opened 
by Herspert M. Sraurrer, Philadelphia, and A. 
CaMpBeELL, Indianapolis. 


Wednesday, June 5—2 p. m. 
ELECTION OF OFFICERS, 
Chairman’s Address: Away We Go. 
Donacp Cuitps, Syracuse, N. Y. 


Roentgenography in Unsuspected Cancer of the Breast. 
J. GersHon-Couen and Heven INGLEByY, Philadelphia. 


Carcinoma of the Lung: A Discussion of Early Diagnosis and 
Surgical Treatment. 


LyMAN A, Brewer III, ANGeL F, Bat, JoHN N, Littce, 
and Grecorio RaBaco, Los Angeles. 

Discussion on papers by Drs, GERSHON-COHEN and INGLE- 
by, and Drs. Brewer, Bar, Lirrte, and Rasaco to be 
opened by Leo G. RicLter, Minneapolis. 

The Radiation Hazards of Intravenous Pyelography. . 

Joun F. Roacn, IrvinG Van Woenrr Jr., PAuL KEARNEY, 
and ILHAN Albany, 

Discussion to be opened by Joun A, Evans, New York. 


A New Approach to the Colon Study: High Kilovoltage Spot 
Compression Technique. 

STEVEN J. Ficiet, Leo Ficiet, and DesmMonp k, Rusu, 

Detroit. 

Polypoid Mucosal Lesions of the Gallbladder: Pathologic and 
Roentgenologic Features. 

G. M. Carrera and SeymMoun OcHsNerR, New Orleans. 

Discussion on papers by Drs, Ficie, and Rusu, and Drs. 

Carrera and OcusNer to be opened by Vincent P. 


Houston, Texas, and H, 
New York. 


Thursday, June 6—2 p. m. 
JOINT SESSION WITH SECTION ON DISEASES OF THE CHEST 
IN HENRY HUDSON HOTEL, BALLROOM 


Panel Discussion on Bronchoesophageal Problems 
PauL MepELMAN, St. Paul, Moderator. 


Internist. RecinaLp H, Smarr, Los Angeles. 
Radiologists. 
Joun F, Hort, Ann Arbor, Mich., and Paut C, Swenson, 
Philadelphia. 
Endoscopist. H, Houincer, Chicago. 
Surgeon. T. J. Kinsecia, Minneapolis. 
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Panel Discussion on Cardiac Tumors and 
Allied Conditions 


AnpreE Bruwer, Rochester, Minn., Moderator. 
Internist. F. Mason Sones Jr., Cleveland. 


Radiologists. 
Eucene P. Penpercrass, Philadelphia, and WeNpELL G. 
Scorr, St. Louis. 


Surgeons. 
Dwicnt E, Harken, Boston, and Joun W. Kirkuin, Roch- 
ester, Minn. 


SECTION ON SURGERY, GENERAL AND 
ABDOMINAL 


MEETS IN COLISEUM, ROOM 4, 4TH FLOOR 
OFFICERS OF SECTION 


Chairman—Watter G. Mappock, Chicago. 
Vice-Chairman—Henry K. Ransom, Ann Arbor, Mich. 
Secretary—Gustar E. Linpskoc, New Haven, Conn. 
Delegates—Grover C, PENBERTHY, Detroit. 


Representative to Scientific Exhibit—Joun H. MuLHOLLAND, 
New York. 


Executive Committee—Rosert M. ZoLLincer, Columbus, Ohio; 
WaLTMAN WALTERS, Rochester, Minn.; Dr. Mappock; Dr. 
Linpskoc; and Dr. PENBERTHY. 


Tuesday, June 4—2 p. m. 


The Preoperative and Postoperative Care of Pyloric Stenosis. 
Cuirrorp D, Benson, Detroit. 


Discussion to be opened by E. Bryce HA.ptin, Detroit, and 
Rosert E, Cooke, Baltimore. 


Intestinal Obstruction of Congenital Origin. 
H. CLatworrtny Jr., Columbus, Ohio. 


Discussion to be opened by L. K. Pickett, Syracuse, N. Y., 
and E. W. Gerrisn, Cleveland. 


Primary Repair of Exstrophy of the Bladder. 
Orvar SWENSON, Boston. 


Discussion to be opened by Tague C, CuHisHoLM, Minne- 
apolis, and J. HArrwe_t Harrison, Boston. 


Undescended Testicle: A Logical and Embryological Approach 
to Management. C, Everetr Koop, Philadelphia. 


Discussion to be opened by CLirrorp D, BEeNson, Detroit, 
and R, J. Izant, Columbus, Ohio. ; 


Hirschprung’s Disease in Early Infancy. 
Grorce W. Dorman, Dallas. 
Discussion to be opened by Ornvar SwENsON, Boston, and 

C. Everett Koop, Philadelphia. 
Meckel’s Diverticulum. B. Kieswetren, Pittsburgh. 


Discussion to be opened by E. L. WRENN Jr., Memphis. 
and T, C, Jewett Jr., Buffalo. 


Wednesday, June 5—1:45 p. m. 


BUSINESS MEETING; ELECTION OF OFFICERS 


Chairman’s Address: Watter G. Mappock, Chicago. 


Congenital Right-Sided Diaphragmatic Hernia. 
Ernest E,. ARNHEIM, New York. 


Discussion to be opened by Rosert E, Gross, Boston, and 
E. J. Donovan, New York. 


J.A.M.A., April 20, 1957 


Common Patterns of Pathology Seen in So-Called Imperforate 
Anus, and Their Surgical Management. 
ALEXANDER Jr., Seattle. 
Discussion to be opened by ArtHur De Boer, Chicago, 
and C, Everett Koop, Philadelphia. 
Inguinal Hernias in Infants and Children. 
Artuur De Boer and Ports, Chicago. 
Discussion to be opened by G. P. Prine IV, Philadelphia, 
and L, A. Loneino, Boston. 
Present Status of Open Cardiotomy. 


C. Litvtene!, RicHarp A, DEWALL, Hersert E. 
WarpvEN, Vincent L. Gott, and RicHarp L, Varco, 
Minneapolis. 

Discussion to be opened by Conrap R. Lam, Detroit. 


Rationale of Vagotomy and Pyloroplasty in the Surgical Treat- 
ment of Peptic Ulcer, with a Note on Massive Hemorrhage. 
Gorpon K. SmitH and Jack M. Farris, Los Angeles. 


Discussion to be opened by J. A. Wetnserc, Long Beach, 
Calif., and L. R. Dracsrepr, Chicago. 


Thursday, June 6—2 p. m. 


The Use of Stellate Ganglion Block to Treat the Postoperative 
Radical Mastectomy Syndrome. 


Daniet C, Moore, L. Donato BripeNBAUGH, CALEB 
STONE, and JoeL Baker, Seattle. 


Discussion to be opened by Lucrus D. Hit, III, Seattle, 
and T. Fotrey, New York. 
Newer Methods in the Diagnosis of Hyperparathyroidism. 
Brock E. and ME A, Bock, Detroit. 
Discussion to be opened by Otiver Cope, Boston, and 
E. N. Cook, Rochester, Minn. 
Non-Penetrating Injuries of the Abdomen. 
Rosert H, KeENNepDy, New York. 
Discussion to be opened by Wit1AM L, Estes Jr., Bethle- 
hem, Pa., and Howarp E, Snyper, Winfield, Kan, 


Importance and Technique of Emergency Operations for Ob- 
scure Upper Gastrointestinal Hemorrhage. 


Metvin P, Osporne and J. ENGLEBERT Dunpuy, Boston. 
Discussion to be opened by L. K. Fercuson, Philadelphia, 
and Ropert M. ZOLLINGER, Columbus, Ohio. 
Considerations in the Surgical Treatment of Cardiospasm 
(Achalasia). 


F. Henry Jr. and ArrHur M. O sen, Rochester, 
Minnesota. 


Discussion to be opened by Donavp B. Errver, Cleveland, 
and Hersert C, Maier, New York. 
Reconstructive Surgery of the Head and Neck. 
C. C, CoLEMAN Jr., Charlottesville, Va, 


Discussion to be opened by Francis K, Paterra, St. Louis, 
and Mitton T, EpGEeRTON Jr., Baltimore. 


SECTION ON UROLOGY 
MEETS IN ESSEX HOUSE, COLONNADES 
OFFICERS OF SECTION 


Chairman—StTanrorp W. MULHOLLAND, Philadelphia. 

Vice-Chairman—Rocer W. Barnes, Los Angeles. 

Secretary—THomas A, Morrissey, New York. 

Delegate—Jay J. Crane, Los Angeles. 

Representative to Scientific Exhibit-Mmton M. Cop an, 
Miami, Fla. 


Executive Committee—CuarLes C. Hiccins, Cleveland; Rusin 
H. Fiocks, lowa City; Dr. MULHOLLAND; Dr. MornrisseEy; 
and Dr, Crane. 
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Wednesday, June 5—9 a. m. 


Reconstructive Surgery for Hydronephrosis. 
FRANK C, Hamm, Brooklyn, N. Y. 
Discussion to be opened by C. D, Crervy, Minneapolis. 


Antibacterial, Vasopressor and Steroid Adjuvants in Urologic 
Surgery. 
Joun J. Murpuy and H. Rattner, Philadelphia. 
Discussion to be opened by W1iL11AM P. Hersst Jr., Wash- 
ington, D. C., and Rospert S. Hotcnxiss, New York. 
Carcinoma of the Renal Pelvis and Ureter. 


Epwarp N. Cook, Ormonp S. JoHn R. McDonacp, 
and D. C. Urz, Rochester, Minn. 


Discussion to be opened by Francis P. Twinem, New 
York, and E, Ewenrt, Boston, 
Preoperative Estimation of Renal Function. 
Jack Lapiwes and Joun M. Bossirt, Ann Arbor, Mich. 
Discussion to be opened by J. HArtwett Harrison, Bos- 
ton. 
The Effect of Combined Androgen-Estrogen Therapy on Be- 
nign Prostatic Hypertrophy. 
JosepH J. KAurMAN and E, Goopwin, Los 
Angeles. 
Discussion to be opened by HerBeRT BRENDLER, New York, 
and Greorce H, Ewe Madison, Wis. 
Management of Testicular Tumors. 
J. Stausirz, Imre V. Macoss, Oscar J. Oser- 


KIRCHER, MELBOURNE H, LENT, Frep D. MitcHect, and 
WALTER T. Murpny, Buffalo. 


Discussion to be opened by Witter F. Wairmore Jr., 
New York, and James W. Mernricks, Chicago. 


Thursday, June 6—9 a. m. 
BUSINESS MEETING; ELECTION OF OFFICERS 


Chairman’s Address: Abdominal Crises with Urologic Implica- 
tions. STANFORD W, MULHOLLAND, Philadelphia. 

Recent Experiences with Extracorporeal Hemodialysis in the 
Management of Acute Renal Failure. 


FRANK T. MAHER and JAMes C, BrOoADBENT, Rochester, 
Minnesota. 


Discussion to be opened by THoMas J. Kirwin, New York, 
Eart E. Ewerr, Boston, and Hans H. Zinsser, New 
York. 


Abnormalities of Calcium Metabolism of Patients with (Idio- 
pathic) Urinary Calculi: Effect of Oral Sodium Phytate. 


H. Boyce, Frep K. Garvey, and E. 
Goven, Winston-Salem, N. C. 


Discussion to be opened by Rusin Fiocks, lowa City. 
Kidney Tumors in Children. 
K. Mostror: and Inca Washington, D. C. 


Discussion to be opened by ArcHie L, Dean, New York; 
S. Harris JoHNsON, Pittsburgh; and Ropert F. Prentiss, 
San Diego, Calif. 
Bilateral Nephrostomy in the Treatment of Carcinoma of the 
Bladder. 


ALBERT E, and Rosert B, GoLpstein  Balti- 
more. 


Discussion to be opened by JoHn K. De Varies, East 
Orange, N. J. 


Friday, June 7—9 a. m. 
JOINT MEETING WITH SECTION ON GENERAL PRACTICE 
IN ESSEX HOUSE, COLONNADES 
Clinical Significance of Hematuria. 
Cuar.es C, Hicerns, Cleveland. 
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Pitfalls in Urographic Interpretations. Swick, New York. 

The Diagnosis of Renal Disease from the Urine Sediment. 

ARNOLD S, RELMAN, Boston. 

Medical and Surgical Management of Undescended Testicle 
and Other Scrotal Conditions. 

Norris J. Hecke, Chicago. 


Premature Ejaculation: A Physiological Approach. 
James H. Semans, Durham, N. C. 


Diseases of the Female Urethra. 
Houston S. Everett, Baltimore. 


Panel Discussion and Question and Answer Period from the 
Audience. Rusin H. Fiocxs, lowa City, Moderator. 


COLOR TELEVISION 
COLISEUM, ROOM 5, 4TH FLOOR 


The program has been prepared by the local committee on 
television under the chairmanship of Norton S, Brown, New 
York. The telecasts, sponsored and produced by Smith, Kline & 
French Laboratories of Philadelphia, will originate from the 
Roosevelt Hospital. Operative surgical panels will be presented 
from 9 to 11 on Tuesday, Wednesday, and Thursday mornings, 
and clinics will be presented in the afternoons from Monday 
through Thursday. 


Monday, June 3—2 p. m. 


2:00 p.m. Arthritis Panel. 
Moderator: CorNELIUS TRAEGER, New York. 
Panelists: PHitrp D. Witson Jr., CHARLES A. 
RaGAN Jr., and Epwarp W. Lowman, New 
York. 
3:00 p.m. Atherosclerosis: Practical Considerations. 
WILLIAM W, Fiecp, New York. 


3:15 p.m. Hematological Clinic. 
KENNETH T. DoNALpson, New York. 


3:30 p.m. Dermatological Clinic—Problems of Lesions of the 
Foot. 


RoyaL M. Montcomery, New York. 


Tuesday, June 4—9 a. m. 


9:00 a.m. Gastric Surgery. 
Operator: JAMes E, THompson, New York. 
Moderator: J. ENGLEBERT Dunpuy, Boston. 


Panelists: CARLETON MATHEWSON Jr., San 
Francisco; GorpoN McNEER, New York; and 
E. WeEtcH, Boston. 


Tuesday, June 4—2 p. m. 


2:00 p.m. Allergy. Panel discussions from the Allergy Insti- 
tute on Bronchial Asthma. 
Moderator; Ropert A, Cooke or WiLLiAM B. 
SHERMAN, New York. 
Panelists: RopertT CHosor and James H, Bar- 
NARD, New York. 


3:00 p.m. Acute Cardiac Emergencies. 
Moderator; Myron C, Patrrerson, New York. 
Panelists: CHarLes A. R. Connor, Howarp G. 
BRUENN, and CHarves K, FrrepBperc, New 
York. 


3:30 p.m. Social Service Functions in a General Hospital. 
HELEN Seicrist, H. Burton, and 
JuLIAN M. Freston, New York. 
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Wednesday, June 5—9 a. m. 


9:00 a.m. Biliary Tract Surgery. 


Operator: Howarp A, Patrerson, New York. 
Moderator: FRANK GLENN, New York. 


Panelists: Joun M. Dorsey, Evanston, IIL; 
Howarp R. Manorner, New Orleans; JOHN 
D. Martin Jr., Atlanta, Ga. 


Wednesday, June 5—2 p. m. 


2:00 p.m. Fractures of the Leg. 


D. Jn., New York. 


2:30 p.m. Carcinoma of the Lung. 


Moderator: Henry G, ScHAFFELD, New York. 

Panelists: MArvIN V. KusCHNER, ISRAEL STEIN- 
BERG, New York, and OscaAR AUERBACH, East 
Orange, N. J. 


3:30 p.m. Open Psychiatric Service in a General Hospital. 
Moderator: Norton S, Brown, New York. 


Panelist: Ropert W. LamLaw, New York. 


Thursday, June 6—9 a. m. 


9:00 a.m. Colon Surgery. 
Operator: Frepernick H, AMENDOLA, New York. 
Moderator: RicHarp B, Boston. 
Panelists: James Harvey JOHNsTON, Jackson, 
Miss.; Guy W. Horstey, Richmond, Va.; 
and Samurt McCLANAHAN, Baltimore. 


Thursday, June 6—2 p. m. 


2:00 p.m. Dissecting Aortic Aneurysms. 
Moderator: ArnrnHur J, ANTENUCCI, New York. 


Panelist: BERNARD KALFAYAN, New York. 


3:00 p.m. Tranquilizing Drugs. 
Moderator: Jarre, New York. 
-anelists: James B, Preston, Syracuse, N. Y., 
and Joun M, Corron, New York. 


3:30 p.m. Acute Barbiturate Poisoning—Discussion of Treat- 
ment. 


Cuares C, Foorr, New York. 


4:00 p.m. Infectious Diseases. 


Perrin A. Lone, Brooklyn, N. Y.; YALE KNEE- 
LAND Jr., New York; and Maxwe FIn- 
LAND, Boston. 


MOTION PICTURE PROGRAM 


In addition to the regular motion picture program that will 
be held in the Barbizon Room of the Barbizon Plaza Hotel, 
there will be an international film exhibition in the Theater of 
the Barbizon Plaza Hotel. On Wednesday evening there will be 
a premiére showing of the second film of the series “Medicine 
and the Law” in Room 4 on the fourth floor of the Coliseum. 


Monday to Thursday, June 3-6 


BARBIZON PLAZA HOTEL, BARBIZON ROOM 


Following are some of the films that will be shown in the 
Barbizon Room from Monday noon through Thursday: 


An Aid To Therapy: Bacterial Antibiotic Susceptibility Testing. 
Freperick C. Fink and Leo L. Leverince, Brooklyn, N. Y. 
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Applied Anatomy of the Anorectal Area. 
Matcotm Hitt and L. Moret, Los Angeles. 


Cholecystectomy and Operative Cholangiography. 
Joe: W. Baker and Joun H. WALKER, Seattle. 


Congenital Atresia of the Esophagus. 


L. Riker, De Boer, and J. 
Ports, Chicago. 


Dermatologic Office Procedures for the General Practitioner. 
Geratp M. Frumess, I. HenscHet, and Henry 
M. Lewis, Denver. 


Disorders of the Heart Beat. , 
AMERICAN Heart AssociaTIon, New York. 


Extracorporeal Circulation for Cardiopulmonary By-Pass. 
Denton A. Coo.ey and BENJAMIN A, BELMONTE, Houston, 
Texas. 


Fractures of the Leg and Ankle. 
A, Larmon, Chicago. 


Fractures of the Shaft of the Femur. 
A. Larmon, Chicago. 


Functional Fixation of Femoral Neck Fractures. 
K, Massie, Lexington, Ky. 


The Gilchrist-Merricks Substitute Bladder. 
James W. Mernicks and R. K. Gitcurist, Chicago. 


The Hepato Jugular Reflux: A Helpful Sign in the Diagnosis 
and Treatment of Congestive Heart Failure. 


J. Manion Bryant, New York. 

Hypothyroidism: Its Pathognomonic Diagnosis and Its Treat- 
ment. 
Paut Starr, Los Angeles. 


Immediate Post Operative Care. 
FRANK GLENN, JoHN Beat and Josepu F, Artusio, New 
York. 
Incomplete Cholecystectomy. 
Puitip THoreK, Chicago. 


Intestinal Polyposis. 
Joun M. Waucu and Lioyp H, BARTHOLOMEW, Rochester, 
Minn. 
The Larynx and Voice. 
Hans Von Leven, Chicago. 
Lesions of the Esophagus. 
Paut H. Hovincer and KenNetH C, Jonnston, Chicago. 


The Medical Witness. 
AMERICAN MepicAL AssocIATION and AMERICAN Bar 
ASSOCIATION. 
The Metabolic Insufficiency Syndrome. 
Martin C, Sampson, ArTHUR HEMING, and Epwarp J. 
Van Loon, Philadelphia. 
The Meti-Steroids in Rheumatoid Arthritis. 
Joseru Emecsserc, New York; ABRAHAM KoLopin, Mont- 
clair, N. J.; and Evetyn Merrick, Orange, N. J. 
Modern Concepts of Epilepsy. 
Francis W. Forster and BusHNELL SmitH, Washington, 


Oxygen in Retrolental Fibroplasia. 
ARNALL Patz, Baltimore. 
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The Patient is a Person. 
SAMUEL J, FoGELson, Chicago. 


Papillary Adenoma of the Thyroid Gland. 
Ouiver H. Beanrs, Rochester, Minn. 


Peripheral Vascular Disease: Physiology and Efficacy of a New 
Therapeutic Agent. 
GERALD H, Pratt, New York. 

Physical Medicine in the Home Treatment of Arthritis. 
Gorpon Martin and Howarp Po.tey, Rochester, Minn. 


Pollicization of the Index Finger. 
Ropert A, Murray, Temple, Texas. 


Preliminary Ligation Technique for Carcinoma of the Sigmoid 
olon. 


Rupert B, Cleveland. 


Resuscitation for Cardiac Arrest. 
S. Beck, Cleveland. 


Retropubic Y Plasty for Vesical Neck Obstruction. 
Tuomas J. SrinaTRA and JAMEs W. Byrne, Brooklyn, N. Y. 


Stapes Mobilization: Footplate Visualization Method. 


Greorce E. SHAMBAUGH, EuGENE L, Dervacki, and WILEY 
H. Harrison, Chicago. 


Stress and the Adaptation Syndrome. 
Hans Seye, Montreal. 


Surgical Correction of Atrial Septal Defects. 
Houck Bouton and P, BarLey, Philadelphia. 


Technique for Proctoscopy. 


RAYMOND J. JACKMAN and Epwarp R,. Morcan, Rochester, 
Minn. 


Time and Two Women: Early Diagnosis of Cancer of the 
Uterus With Special Emphasis on Cytology. 
Joseru V. Meics, Boston. 


Urinary Infections: Etiology, Diagnosis and Treatment. 


Grayson L, St. Louis, and Victor F, MARSHALL, 
New York. 


Vaginal Hysterectomy for Prolapse. 
Freperick J. Hormeister, Milwaukee. 


Venostomy: An Improved “Cut Down” Procedure in Infants 
and Children. 


James V. Mixes Jr. and Lioyp E. Harnais, Rochester, 
Minn. 


SPECIAL EVENING MOTION PICTURE 
PROGRAM 


COLISEUM, ROOM 4, 4TH FLOOR 
Wednesday, June 5—8 p. m. 


There will be a premiére showing of the second film of the 
series “Medicine and the Law” produced by the American 
Medical Association in cooperation with the Wm. S. Merrell 
Company. This film is on the subject of professional liability. 

C. JoserpH Director, Law Department, American 
Medical Association, will make brief opening comments and 
will introduce the following speakers: 


Josepu F. Sapusk Jr., Oakland, Calif., Chairman, Commit- 
tee on Professional Liability, American Medical Association. 


Davin F. MAxwe.t, President, American Bar Association. 


Davip B. ALLMAN, President, American Medical Associ- 
tion. 
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FIRST INTERNATIONAL 
MEDICAL FILM EXHIBITION 


BARBIZON PLAZA HOTEL, THEATER 
Tuesday to Friday, June 4-7 


Medical films, produced in foreign countries and accepted for 
showing on the first international medical film program to be 
held in this country, are listed here in part. More than 70 films 
representing 20 different countries have been submitted for con- 
sideration in this program. The final program will consist of four 
full days of outstanding films produced abroad, representing 
some of the current medical research work and practices being 
carried on in other countries. In many instances, the author will 
be = to introduce his film. All films will be presented in 
English. 

The program is presented with the cooperation of Johnson & 
Johnson, New Brunswick, N. ° 


Anaphylaxis and Allergy. 
PasTEUs VALLERY-Rapot and BERNARD N. HALPERN, Paris. 
South American Blastomycosis. 

Car.os Da Sitva Lacaz, Sao Paulo, Brazil. 
Communicating Hydrocephalus and Its Surgical Treatment. 
M. R. J. Leprnrre, and J, ReNnaup, Paris. 

Corneal Contact Lenses. 
Jose ALLPERIN, Buenos Aires. 
Death of a Cell. 
Marcev Bessis, Paris. 
Gastric Volvulus. 
Lucien DiAMANT-BERGER, Paris. 
interference Microscopy of Living Cells in Tissue Culture. 
M. ABERCROMBIE and E. J. AMBRose, London, 
Marrow Puncture. 
RapcuiFFe INFinMArRY, Oxford, England. 
Multiple Deficiency Syndrome in Children. 
CarLos M. Monson-Ma ice, Guatemala, Central America. 
Neuromuscular Block. 
B. G. B. Lucas, London. 
Physiological and Clinical Trends in Potentialized Anesthesia: 
Artificial Hibernation and Neuroplegy. 
Henri Laporirt, Paris. 
Treatment of the Voikman’s Ischemic Contracture. 
O. ScaGuierti, Firenzi, Italy. 
Tunnelization in the Treatment of Varicocele. 
Eurico Branco Ripeiro, Sao Paulo, Brazil. 
Breech Delivery. 
Bruce Mayes, Sydney, Australia. 
Gait. 
D. M. Brooks and H, J. Seppon, London. 
Lower Segment Cesarean Section. 
Bruce Mayes, Sydney, Australia. 
Structure and Function of the Middle Ear. 
Kinikag, Tokyo. 


New praprons in Endobronchial Photography and Cinematog- 
raphy. 
1. Dusois De MontreyNnaup and R. J. Epwarps, Reims, 
France. 
Open Injuries of the Hand. 
Patrick CLARKSON, London. 
Care of the Premature Baby. 
K, WINNING, Sydney, Australia, 
Acute Intussusception in Infants. 
J. Stre1crap, Sydney, Australia. 
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THE SCIENTIFIC EXHIBIT 


The Scientific Exhibit will be located on the third and fourth 
floors of the New York Coliseum. It will open Monday, June 3, 
at 8:30 a. m. and will close Friday, June 7, at 12:00 noon. On 
the intervening days, the hours will be from 8:30 a. m. to 
5:30 p. m. 

The public is not admitted to the Scientific Exhibit. Admis- 
sion will be restricted to physicians only from 8:30 a, m, to 
12:00 noon on Tuesday, June 4, and Wednesday, June 5. 

Each section of the Scientific Assembly has arranged a group 
of exhibits, as in former years, dealing with its respective spe- 
cialty, Emphasis is placed, however, on broad aspects of the 
subjects shown, rather than on specialized aspects, so that all 
exhibits will be of general interest. 

Special features of the various sections include perinatal prob- 
lems, pulmonary function testing, fresh tissue pathology, physical 
examinations of physicians, and general discussions of the 
urology exhibits. Other features include exhibits on fractures, 
diabetes, arthritis and rheumatism, food and nutrition, medical 
history, and two prize-winning exhibits selected from the Na- 
tional Science Fair. 


SPECIAL FEATURES 
Science Fair Exhibits 


The Council on Scientific Assembly has arranged for the 
presentation of two exhibits selected from the National Science 
Fair in Los Angeles, in May, to be shown in the Scientific Ex- 
hibit of the American Medical Association. The two high school 
students who have the best exhibits in the field of biology or 
medicine will accompany their exhibits and will demonstrate 
them during the week. 


Special Exhibit on Fractures 


The Special Exhibit on Fractures is presented under the 
auspices of the following Committee: 
G. Carotruers, Cincinnati, Chairman. 
Harry B, Hay, Minneapolis. 
Cuarves V. Heck, Chicago. 


Demonstrations will be conducted simultaneously each morn- 
ing and afternoon during the meeting in each of six booths on 
the following subjects: 

Fractures Resulting from a Fall on the Outstretched Hand. 


Fractures Encountered by the Front Seat Passenger in an 
Automobile Crash. 


Fractures About the Elbow. 

Fractures of the Lower End of the Radius. 
Fractures of the Tibia and Fibula. 
Fractures of the Ankle. 


The demonstrations will deal with basic principles for the 
interest of physicians in general practice. A pamphlet dealing 
with the essential features of the exhibit will be distributed. 

The following persons are among the demonstrators who will 
assist the Committee in the presentation of the exhibit: 

RonaLp W. Apams, Brookline, Mass. 
THomas A, ANGLAND, Yakima, Wash. 
Joun L. Brancui, Worcester, Mass. 
Haro_p Ray Baltimore. 
Roy E. Brackin, Winnetka, 

Wan. H. Cassesaum, New York. 
KENNETH CristopHE, Brookline, Mass. 
Pau. J. Milwaukee. 

Cuar_es De Jr., Poughkeepsie, N. Y. 
JaMes R. Decce, Eugene, Ore. 

Joun L. Donerry, Boston. 

Henrsent C, Jr., Brooklyn, N. Y. 


Tueopore A, Fox, Chicago. 

T, GALLAGHER, Cincinnati. 
ALEXANDER Garcia, New York. 

Maurice GersuMan, Far Rockaway, N. Y. 
NICHOLAS J. GIANNEsTRAS, Cincinnati. 
Paut Gortrowsk1, Lincoln, Neb. 

T, HANsEN, South Orange, N, J. 
Harter, Pittsburgh. 

KENNETH T, Husparp, Maywood, Il. 

C. W. HuLuincer, Springfield, Ohio. 
Ricuarp H., Jones, Minneapolis. 

Epwarp H. Juers, Red Wing, Minn. 
J. Kisre., Springfield, Mass. 
G. Jr., New Brunswick, N. J. 
T. Linge, Chicago. 

Ricuarp M, Locue, Little Rock, Ark. 
Watter D, Jr., New York. 
SypNEY N, Lyrtt ce, Flint, Mich. 

ANDREW R, MaiLer, Madison, Wis. 
Moore Moore Jr., Memphis, Tenn. 

FRANK Murpny, Chicago. 

E. M. Neptune, Syracuse, N. Y. 

THEopore Noriey, West Palm Beach, Fla. 
FRANK G, Oner, Burlington, lowa. 
FrepeRiIcK G, RosENDAHL, Minneapolis. 
EpMuND T. RUMBLE Jr., Callicoon, N. Y. 
Covington, Ky. 

Epmunp H, Scuwerrzer, Cincinnati. 
J. Stewart, Columbia, Mo. 
BARBARA B, Stimson, Poughkeepsie, N. Y. 
LuTHER M. StTrRAYER Jr., Bridgeport, Conn. 
S. RALPH TERHUNE, Birmingham, Ala. 
FRANKLIN V. Wape, Flint, Mich. 
KENNETH R, Weston, Allentown, Pa. 


Annual Physical Examinations for Physicians 


“An Annual P. E. for Every M.D.” will be presented by the 
Section on General Practice with the cooperation of the Amer- 
ican Academy of General Practice, the American College of 
Cardiology, the National Tuberculosis Association, and the Na- 
tional Society for the Prevention of Blindness. Acknowledgment 
is made to the Sanborn Company for electrocardiograph equip- 
ment and to the Picker X-Ray Corporation for x-ray equipment. 

The chairman of the committee in charge of the demonstra- 
tions is CHarLes E. Mc Arruur, Olympia, Wash. 

The following examinations will be made in an area set aside 
for the purpose in the exhibit hall: 


Electrocardiograms. 
Chest X-rays. 
Eye Examinations. 


A competent corps of specialists will be on duty at all times 
to interpret the findings of the various tests. 


Special Exhibit on Fresh Tissue Pathology 


The Section on Pathology and Physiology has arranged a 
Special Exhibit on Fresh Tissue Pathology with the cooperation 
of the New York Pathological Society. Numerous photographs 
and transparencies will supplement and illustrate fresh speci- 
mens gathered from various hospitals and laboratories in the 
New York area. 

The local committee in charge of the exhibit consists of the 
following members: 
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Henry Siecer, Bronx Municipal Hospital Center, New 
York, Co-chairman. 


Mitton Hevpern, Office of Chief Medical Examiner, New 
York, Co-chairman. 


Atrrep A. Ancrist, Albert Einstein College of Medicine, 
Bronx Municipal Hospital Center, New York. 


Marvin Kuscuner, New York University—Bellevue Med- 
ical Center, New York. 


James R. Lisa, Department of Hospitals, City of New York, 
Welfare Island, N. Y. 


Joun M. Pearce, Cornell University College of Medicine— 
New York Hospital, New York. 


Francis D. Speer, New York Medical College—Flower 
Fifth Avenue Hospital, New York. 


WELLINGTON B. Stewart, College of Physicians and Sur- 
geons—Presbyterian Hospital, New York. 

Sicmunpb L. WiLens, New York University—Bellevue Med- 
ical Center, New York. 


Harry M. ZimMeRMAN, Montefiore Hospital, New York. 


The Advisory Committee, consisting of officers of the Section 
on Pathology and Physiology, is as follows: 


SAMUEL A, Levinson, Chicago, Chairman. 
H. Fisuer, Los Angeles. 

Epwin F. Hirscu, Chicago. 

Hucu A. Epmonpson, Los Angeles. 

G. Montrcomery, Muncie, Ind. 


Demonstrations will be conducted continuously on a definite 
schedule by a large corps of competent pathologists, including 
guest demonstrators from teaching institutions. 


J. W. Asaiss, Wilmington, Del. 

MILTON ACKERMAN, Atlantic City, N. J. 
Oscar AUERBACH, East Orange, N. J. 
ALFRED ANGRisT, New York. 

A, ANTOPOL, New York. 
CuapMAN H, Binrorp, Washington, D. C, 
Mitton G. Bourop, Rochester, N. Y. 
Ropert L. BrecKkeNripce, Camden, N. J. 
Crark Epwarp Brown, Philadelphia. 
Joun J. CLtem™en, Albany, N. Y. 

L. W. Fackinsurc, Providence, R. I. 

Ina Gore, West Roxbury, Mass. 
BENJAMIN HIGHLAND, Bethesda, Md. 
FranK W. KonzeLMANN, Washington, D. 
F. K. Mostor1, Washington, D. C. 
Tosias Baltimore. 

SOLOMON WeEINTRAUB, Trenton, N. J. 

H. L. WoLLenwesenr, Baltimore. 

Rosert B. Wricnt, Baltimore. 

AsHER Yacupa, Newark, N. J. 

Krikor YARDUMIAN, Pittsburgh. 


Exhibit Symposium on Arthritis and Rheumatism 


The exhibit symposium on arthritis and rheumatism has been 
arranged by the following special committee from the American 
Medical Association in cooperation with the American Rheuma- 
tism Association and the Arthritis and Rheumatism Foundation. 


Joun W. Sicver, Detroit, Chairman. 
Donavp F. Hint, Tucson, Ariz. 
L. MAxweE Lockie, Buffalo. 


A consultation booth will be available where physicians may 
discuss problems regarding their patients afflicted with these 
diseases. 
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Intra-Synovial Steroid Injections for Treatment of Arthritis. 

JoserpH Lee HOLLANDER, Ernest M. Brown Jr., A. 
Jessar, NATHAN M. SMUKLER, and J. RusH SHANAHAN, 
University of Pennsylvania School of Medicine and Hos- 
pital, Philadelphia. 

Traction for Neck and Low Back. 

ArtHur M. Pruce and R. Atlanta, 
Ga., and SaMuEL Varco, Buffalo. 

The Hands in Arthritis and Related Conditions. 

DarrELL C. Crain, Georgetown University Hospital, 
Washington, D. C. 

Normal and Pathological States of Synovia. 

WituiaM N. Harsua and J. NeEwron Owens, University of 
Oklahoma School of Medicine, Oklahoma City. 

X-ray Changes in Rheumatoid Arthritis. 

TueoporeE A. Porter and J, LELAND SosMan, Robert Breck 
Brigham Hospital, Boston. 

Joint and Bone Disease Due to Myocotic Infection. 

C, Toone Jr. and Joun J, II], McGuire Vet- 
erans Administration Hospital and Medical College of 
Virginia Hospital, Richmond, Va. 

Human Engineering for the Disabled. 
Eowarp W. LowMan, Institute of Physical Medicine and 


Rehabilitation, New York University—Bellevue Medical 
Center, New York. 


Connective Tissue Diseases. 


Bernarp M. Norcross and Satvarore R. LaTona, Uni- 
versity of Buffalo School of Medicine and Buffalo General 
Hospital, Buffalo. 


Does Your Patient Have Gout? 


L. Lockie and Joun H. Tacsort, University of 
Buffalo School of Medicine and Buffalo General Hospital, 
Buffalo. 


Painful Non-Articular Rheumatic Disorders—Diagnosis and 
Treatment. 

Orro STEINBROCKER, Sipney BERKOWITZ, MORTIMER 

THOMAS ARGyYROs, and Josue Corcas, Hospital 

for Joint Diseases and Lenox Hill Hospital, New York. 


Infected Intervertebral Disks—Clinical and Roentgenographic 
Findings. 
ArTHuR L. ScHERBEL and W. James Garpner, the Cleve- 
land Clinic Foundation, Cleveland. 


Cytomorphology of L-E Cell. 


F. W. McCoy and C. Ohio State University 
College of Medicine, Columbus, Ohio. 


Hypercortisonism in Patients with Rheumatoid Arthritis. 
C. H. Stocumn, H. F. L. E. Warp and J. G. 
Mayne, Mayo Clinic and Mayo Foundation, Rochester, 
Minn. 


Information on Arthritis and Rheumatism. 


R. W. LamMont-Havers and Russect L. Cecit, Arthritis 
and Rheumatism Foundation, New York. 


“Do You Have a Question, Doctor?” 


Donatp F, Hirt, Tucson, Ariz.; L. Maxwect. Lockie, 
Buffalo; and Joun W. Sicver, Detroit. 


Special Exhibit on Pulmonary Function Testing 


The Special Exhibit on Pulmonary Function Testing is pre- 
sented by the Section on Diseases of the Chest. It has been 
developed and continued with the help of many individuals, 
under the auspices of the following Committees and representa- 
tives of Government Services: 
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General Committee 


Greorce R, MENEELY, Nashville, Tenn., Chairman. 
Osier A. Assort, Atlanta, Ga. 
ALBERT H, ANDREws Jr., Chicago. 
E, Baper, New York. 
Ricuarp A. Baber, New York. 

ALVAN L. Baracn, New York. 

Loomis New York. 

A, BickeRMAN, New York. 
Ben V. Branscoms, Birmingham, Ala. 
Ropert A. Bruce, Seattle. 

James J. CaLLtaway, Nashville, Tenn. 
Davin W. CucELL, Chicago. 

ALFreD P, FisHMan, New York. 
Warp S. Fow er, Rochester, Minn. 
Epwarp A, GAENSLER, Boston. 

Roy F. Gopparp, Albuquerque, N. Mex. 
Burcess L, Gorpon, Philadelphia. 
Ross C, Kory, Wood, Wis. 

Joun S. La Due, New York. 

Epwarp Lanpuier, Washington, D. C. 
Epwin R, Levine, Chicago. 

Francis J. New York. 
Apo A, Luisapa, Chicago. 

Dante S. Lukas, New York. 

Ross L. McLean, Baltimore. 

Josepu M. Merritt, Nashville, Tenn. 
R. Drew Miter, Rochester, Minn. 
Hurwey L. Motr.ey, Los Angeles. 
FRANK Princi, Cincinnati. 

Lioyp H. Ramsey, Nashville, Tenn. 
Dickinson W., RicHarps Jr., New York. 
Max Sapove, Chicago. 

Joun J. Sampson, San Francisco. 
Joun H. Seasury, New Orleans. 
Maurice S, SEGAL, Boston. 

WituraM W. STEAD, Minneapolis. 
Perer A, TuEeopos, Philadelphia. 

J. F. Tomasnerski, Columbus, Ohio. 
Donap S, Tysincer Jr., Dothan, Ala. 
Rocer H, L. Wutson, San Francisco. 
Greorce W. Wricurt, Cleveland. 


Local Committee (All of New York) 
ALVAN L. Baracn, Chairman. 
Mortimer E, Baper 
RicHarp A, BADER 
Loomis BELL 
Hytan A, BICKERMAN 
ALFRED P, FisHMAN 
Francis J. LoveLock 
Daniet Lukas 
Dickinson W. RicHarps Jr. 


Representatives of Government Services 


W. Ciark Cooper, Cincinnati, U. $, Public Health Service. 

Martin M. Cummincs, Washington, D. C., Veterans Ad- 
ministration. 

AsHTON GRAYBIEL, Pensacola, Fla., U. S. Navy. 

James Wier, Denver, U. S. Army. 

A “lung station,” suitable for a hospital or clinic, is de- 
signed to aid in diagnosis, prognosis, therapy, and the evalua- 
tion of disability in pulmonary disease in much the same manner 
that a “heart station” serves the needs of clinicians concerned 
with heart disease. 
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Various members of the committees and other volunteers ex-_ 
perienced in pulmonary function testing will be in attendance as 
demonstrators at all times. Each morning and each afternoon 
there will be two 30-minute presentations followed by a ques- 
tion and answer period. 

Emphasis is placed on equipment that is of low initial cost; 
that does not require extensive shop work to modify, assemble, 
and maintain; and that has withstood the test of time. Methods 
used are sufficiently simple to be mastered by physicians anil 
technicians without long periods of specialized training and «re 
rapid, in the interest of adequate patient turnover. Previous 
training and the individual preference of the responsible phy- 
sician are important factors in the selection of equipmen: and 
meth 

(The inclusion of any piece of commercially available ap- 
paratus in this exhibit does not necessarily constitute an endorse- 
ment of that particular piece in preference to a similar picce 
produced by another manufacturer. ) 


Exhibit Symposium on Perinatal Problems 


The Sections on Anesthesiology, Obstetrics and Gynecology, 
and Pediatrics, are cooperating in a program on perinatal prob- 
lems, including a group of exhibits, together with resuscitation 
demonstrations each morning, and question and answer con- 
ferences each afternoon in an adjoining room, under the auspices 
of the following committee: 

Georce M. WHEATLEY, New York, Chairman, 
HaroLp ABRAMSON, New York. 
Vincinia ApGar, New York. 
Cart Jr., New York. 
Peter GruENWALD, Jersey City, N. J. 
Hevpern, New York. 
Haron Jacosziner, New York. 
ScuuyLer G, Brooklyn, N. Y. 
Joun Mac Iver, New York. 
FrepERicK H. River Forest, Ill., ex officio. 
F. THomas MircHe.t, Memphis, Tenn., ex officio. 
Congenital Deformities and Three Approaches to Causation: 
Laboratory, Clinic and Field Methods. 
THeopore H. Harvard School of Public Health, 
Boston. 
Neonatal Lungs—X-ray Appearance in Normal Infants and in 
Situations of Respiratory Distress. 
M. E. PENpLETON and H. G, PeTEerson Jr., Boston Lying- 
In Hospital, Boston. 


Perinatal Pathology—Analysis of Autopsy Material in a One Year 
eriod 1956. 


M. Hanp and Marrua Lovinc, University of 
Tennessee College of Medicine and the City of Memphis 
Hospitals, Memphis, Tenn. 

Pathology of Lung Expansion in the Newborn. 

PereR GRUENWALD and JosepH P, DONNELLY, Margaret 

Hague Maternity Hospital, Jersey City, N 
Birth Interval Timer. 
ScuuyLer G. Koni, Louis M. HELLMAN and WILLIAM J. 


Horvatn, State University of New York College of Medi- 
cine, Brooklyn, N 


Reducing Reproductive Hazards—How Public and Voluntary 
Services Assist the Private Physician. 
Marian M. Crane, Children’s Bureau, Department of 
Health, Education, and Welfare, Washington, D. C 
A Study of Fetal Cardiac Energy. 
Epwarp H. Hon and Orvan W. Hess, Yale University 
School of Medicine, New Haven, Conn. 


Evaluation of Intra-Uterine Fetal Environment—Fetal Electro- 
cardiography and Elect 


RicHarp L, BERNSTINE and Winsow J. Jefter- 
son Medical College Hospital, Philadelphia; and Epwanp 
M. SourHERN, Mount Sinai Hospital, New York. 


V 
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Resuscitation of the Newborn Infant. 
Haro_p ABRAMSON, Special Committee of Infant Mortality, 
Medical Society of the County of New York, New York. 
Hebdomadal Death Alerter System of the City of Chicago. 
HERMAN N. BunpESEN, LAWRENCE LE VINE, and HAROLD 
Brit_, Chicago Board of Health, Chicago. 
Perinatal Mortality Pathology. 
Freperick H, Fatits and Cuarvottre Ho Illinois 
State Department of Public Health, Chicago. 
A New Focus—Perinatal Mortality. 


GreorcGe M. WHEATLEY and JoHN Mac Iver, Metropolitan 
Life Insurance Company, New York. 


Resuscitation Demonstrations 


Resuscitation demonstrations will be conducted each morning 
in the conference room adjoining the exhibits on perinatal prob- 
lems. An opportunity will be given for all physicians in the 
audience to participate in the proceedings. In order to keep the 
audience sufficiently small, admission will be by ticket only. 
Tickets may be obtained, as long as the supply lasts, at the desk 
at the entrance to the conference room. 

The following physicians from the Presbyterian and New 
York Hospitals will take part in the demonstrations which will 
start at 10 a. m. on Monday, June 3, and 9:30 a. m. Tuesday 
through Friday: 


Cart GOLDMARK Jr. 
Duncan A, HoLapay 
L. STANLEY JAMES 
IRWIN WEISBROT 

C. EpwARD PRINCE 
CorTLAND QO. Rospinson 
WituiaM N, Rorron 
BENJAMIN E. MArBury 


Conferences on Perinatal Problems 


Question and answer conferences will be conducted each 
afternoon from Monday through Thursday in the conference 
room adjoining the exhibits on perinatal problems. No tickets 
are required for admission. 


Monday, June 3—2 p. m. 


Premature Rupture of Fetal Membranes. 

F. Gutrmacuer, E, Lorre 
Strauss, and Davip H. ScHonHoLz, Mount Sinai Hos- 
pital, New York. 

Discussion to be opened by ALEXANDER J. SCHAFFER, Johns 
Hopkins Medical School, Baltimore; and Rosert C. 
AUSTRIAN, State University of New York College of 
Medicine at New York City, Brooklyn, N. Y. 


Tuesday, June 4—2 p. m. 
Vigorous Resuscitation. 

Joserpu P, DONNELLY, SAMUEL PRINCE, PETER GRUENWALD, 
and Joun E. Barrett, Margaret Hague Maternity Hos- 
pital, Jersey City, N. J. 

Discussion to be opened by Vircinia ApGaAr, Presbyterian 
Hospital, New York, and Cuartes D, Cook, Massachu- 
setts General Hospital, Boston, 


Wednesday, June 5—2 p. m. 
Intrauterine Distress. 

Louis M. HELLMAN, FrReperick L. Pert, RicHarp Day, 
and CHaARLEs B, REINER, State University of New York 
College of Medicine at New York City, Brooklyn, N. Y. 

Discussion to be opened by JANET Harpy, Baltimore City 
Health Department, Baltimore, and Epwarp H. Hon, 
Yale University School of Medicine, New Haven, Conn. 
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Thursday, June 6—2 p. m. 


Intestinal Atresia. 


VirGinia ApGAR, THOMAS SANTULLI, CORTLAND O. Rosin- 
son, GILBERT J, VospurGH, and WILLIAM BLANC, Presby- 
terian Hospital, New York. 


Discussion to be opened by PETER GruENWALD, Margaret 
Hague Maternity Hospital, and Mark M. Ravirtcu, Balti- 
more City Hospitals, Baltimore. 


Exhibit Symposium on Diabetes 


The diabetes program, including the exhibits and the ques- 
tion and answer conferences, has been arranged under the 
chairmanship of Howarp F. Root, Boston. 

Diabetes Today. 
Howarp F. Root, P. Wuire, 
ALEXANDER MARBLE, ALLEN Jos_in, RoBEeRT F. Brap- 
LEY, and Leo P. Krai, Boston. 


Orinase (Tolbutamide): Its Pharmacology and Clinical Applica- 
tion in Diabetes. 

C. J. O'Donovan, W. L. Jr., W. E. Duin, E, J. 
Larson, C, Lewis, and A. A, Forist, the Upjohn Com- 
pany, Kalamazoo, Mich. 

Sulfonylureas in Diabetes. 

RACHMIEL LEvINE, GERALD W. SopeL, ARTHUR HEINEMAN, 
and MANFRED WEINSTEIN, Michael Reese Hospital, Chi- 
cago. 

Incidence of Diabetes and Altered Carbohydrate Metabolism in 
Patients with Cancer. 


Arvin S. GLicksMAN and RuLoN W. Rawson, Sloan- 
Kettering Institute, Memorial Center, New York. 
The Effectiveness of an Oral Anti-Diabetic Compound Tolbuta- 
mide—Methods of Selection of Patients for Therapy. 


CuHarLes WELLER, Grasslands Hospital, Valhalla, N. Y. 
Skin Manifestations of Diabetes Mellitus. 

W. L. Lowrie, H. L. Jounson, W. E. Reprern, J. B. 
Bryan, F. W. Wurrenouse, and E, Kisu, Henry Ford 
Hospital, Detroit. 

Pathology of Diabetes. 


FrepeRicK W. WiLLiAMs and I, Hewirtr, Amer- 
ican Diabetes Association, Inc., New York. 


Diabetes Conferences 


The question and answer conferences on diabetes will be held 
in a conterence room adjoining the diabetes exhibits. 


Monday, June 3—9:30 a. m. 


Howarp F. Root, Boston, Presiding. 


9:30 a.m. Inclusion of Essential Fatty Acids in Diabetic Diets. 
Laurence W. Oakland, Calif. 
10:00 a. m. Acidosis. Howarp F. Root, Boston. 
10:30 a.m. Pregnancy Problems. PrisciLLa Wuire, Boston. 
11:00 a.m. Insulin Action. Racumiet Levine, Chicago. 
11:30 a.m. Office Treatment. ALLEN P. Josiin, Boston, 
12:00 noon Panel on Nature of Diabetes. 
Evuiorr P, Jostin, Boston, Moderator. 
Participants: W. Oakland, 
Calif.; ALEXANDER MarsLeE and Howarp F, 
Root, Boston; RacHMIEL Levine, Chicago; and 
ARNOLD Lazarow, Minneapolis. 
1:00 p.m. Experiments with Insulin. 
ARNOLD Lazarnow, Minneapolis. 
1:30 p.m. Errors in Treatment. 
Henry T. Ricketts, Chicago. 
2:00 p.m. Insulin Hypoglycemia. 
Epcar Haunz, Grand Forks, N. D. 


> 
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2:30 p.m. 
3:00 p.m. 


3:30 p.m. 


9:30 a.m. 


10:00 a. im. 
10:30 a.m. 


11:00 a. m. 
11:30 a. m. 


12:00 noon 


3:00 p. m. 


9:30 a.m. 
10:00 a.m. 


10:30 a.m. 


11:00 a. m. 
11:30 a. m. 


12:00 noon 


1:00 p. m. 
1:30 p. m. 


2:00 p. m. 
2:30 p. m. 


Treatment with Sulfonamides. 
ALEXANDER MARBLE, Boston. 
The Abuse of Insulin. 
Gerorce E, ANDERSON, New York. 
Surgical Choices in Diabetes. 
Frank Boston. 


Tuesday, June 3—9:30 a. m. 
Howarp F, Roor, Boston, Presiding. 
Complications Arising During the Therapy of Dia- 
betic Acidosis and Coma. 
Tuomas H, McGavack, New York. 
Juvenile Diabetes. PrisciLLA Wuire, Boston. 
Charcat Joint Diabetes Mellitus. 
H, St. Louis. 
Oral Hypoglycemic Agents. 
Grorce Hamw1i, Columbus, Ohio. 
Amputations in Diabetics. 
Bever_y Smiru, New York. 
Panel on Oral Hypoglycemic Agents in Treatment. 
Participants: PriscrLLA Wuire, Howarp F. Root, 
Leo P, Krai, Boston, and Georce HAmMwi, 
Columbus, Ohio. 
General Medical Treatment. 
Epwin W. Gates, Niagara Falls, N. Y. 
Treatment of Diabetic Acidosis. 
Kermit Pines, New York. 
Brittle Diabetes. PaAuL SHeritan, Denver. 
Control of Youthful Diabetics. 
GrorceE F, Scumirr Jr., Miami, Fla. 
Hypoglycemia—Diagnosis and Treatment. 
Leo P. KRALL, Boston. 
Observations with Sulfonylurea. 
Artruur R. CoLwe Jr., Chicago. 


Wednesday, June 5—9:30 a. m. 
Howarp F. Roor, Boston, Presiding. 


Diabetic Vascular Disease. 

Invinc P. Grarr, New York. 

Infections of Kidney: Papillitis. 

Frep Wuirenouse, Detroit. 

Six-Hour Method of Managing Acutely Compli- 

cated Diabetes. Donavp O. Bei, Evanston, Ill. 

Skin Complications. 

W. Dyer, Philadelphia. 

New Observations in Pregnant Diabetics. 

Hucu L, C, WiLkerson, Boston. 

Panel on Complications: Renal, Cardiac, and 
Ocular. 

Participants: HeNry Marks, New York; Frep 
Wuirenouse, Detroit; Ropert F. BRADLEY and 
Howarp F, Roor, Boston. 

Medico-Surgical Problems. 

Freperick W, New York. 

Pre-Clinical Stage of Diabetes. 

Henry Marks, New York. 

Surgery and Diabetes. L.S. McKrrrrick, Boston. 

Diabetic Control in Childhood. 

A. Kantrow, Flushing, N. Y. 
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3:00 p.n. Neuropathy of Diabetes. 
Rosert Brapey, Boston. 


3:30 p. a. Diabetic Diet. Martin G, Gotpner, New York. 


Thursday, June 6—10 a. m. 


Leo P. Krai, Boston, Presiding. 


10:00 a.m. Kimmelstiel-Wilson Disease. 
Rirxin, New York. 
10:30 a.m. Insulin Therapy. GArrieLp Duncan, Philadelphia. 
11:00 a.m. Insulin Resistance. 
H. B. MuLHOLLAND, Charlottesville, Va. 
11:30 a.m. Problems in Treatment. 
CHARLES WELLER, Larchmont, N, Y. 
12:00 noon Panel on Management of Unstable Diabetes. 


GarriELp Duncan, Philadelphia, Moderator. 
Participants: Herspert New York, 
Rosert F, Brapiey and Leo P, Kraut, Boston. 


Thursday, June 6—1 p. m. 
Rosert F. Brapiey, Boston, Presiding. 


1:00 p.m. Statistics in Diabetes. 
Hersert Marks and Hersert PoLLack, New York. 
1:30 p.m. High Fat Versus Low Fat Diabetic Diets. 
Hersert New York. 
2:00 p. m. Studies in Treatment of Retinopathy. 
P. Krai, Boston, and BENJAMIN T. AsHE, 
New York. 


2:30 p.m. The Value of Teaching a Diabetic the Concept 
of Volume of Urine in Connection with His 
Management. BENJAMIN T. AsHE, New York. 

3:00 p.m. Cardiovascular Disease and Management. 
Rosert F, Boston. 


Friday, June 7—10 a. m. 


10:00 a.m. Treatment with Oral Hypoglycemic Agents. 
Leo P, Krai, Boston. 
10:30 a.m. Coronary Heart Disease. 
ABRAHAM H, R1EDMAN, New York. 


Exhibit Symposium on Foods and Nutrition 


The exhibit symposium and question and answer conferences 
on foods and nutrition have been arranged in cooperation with 
the following committee: 

CLEMENT A. SMitH, Boston, Chairman. 
WiiuiaM J. Darsy, Nashville, Tenn. 
Georce R. New Haven, Conn. 
Puitie L, Wurre, Chicago. 


Infant Feeding Practices in Hospital Maternity Nurseries. (Sur- 
vey of 1,900 United States Hospitals) 


HerRMAN F, Meyer, Northwestern University Medical 
School and Children’s Memorial Hospital, Chicago. 


Weight Control. 
Rosert H. Barnes, University of Washington School of 
Medicine, Seattle. 
Diet Therapy. 
Munves and ZEMPeEL, American Dietetic 
Association, Chicago. 


Serum Iron (SI) and Total Iron-Binding Capacity (TIBC) in 
Liver Disease. 


4 
1:00 p.m. 
1:30 
V 
2:00 p. m. 
p.m 
2:30 p. m. - 
3:30 p. m. 
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MaANpet, Leona NiespopziaNy, and 
JEANNE A. Cooper, Chicago Medical School, Northwest- 
ern University Medical School and Veterans Administra- 
tion Research Hospital, Chicago. 

Intra-Muscular Iron for the Treatment of Iron Deficiency Ane- 
mia in Infancy. 

O, WALLERSTEIN and Hoac, Children’s Hos- 
pital, San Francisco. 

Congential Handicaps from Malnutrition: The Importance of 

Adequate Nutrition Preconceptually. 

E. L. Severtncuaus and H. Prarrz, Hoffman-La Roche, 
Inc., Nutley, N. J. 

Food for Health—Nutrition Essentials: Quantity of Food, Vari- 
ety, Clean Handling, Freedom from Diseases. 


Frep L. Soper, Pan American Sanitary Bureau, Regional 
Office of the World Health Organization, Washington, 


Lipotropic Vitamin Therapy—Effect upon Mortality Rate in Hy- 
pertensive Hypercholesterolemic Subjects. 
J. Q. Griverru Jr., and B, Marr LAnMAN, New York. 
Foods in Oral Electrolyte Therapy. 


L. Warre, H. Stevenson, and Mary JANE 
Kiser, Council on Foods and Nutrition, American Medi- 
cal Association, Chicago. 


Conferences on Diet as a Preventive and 
Therapeutic Tool for the Doctor 


The question and answer conferences will be conducted each 
morning in a conference room adjoining the exhibits on foods 
and nutrition. 


Monday, June 3—9:30 a. m 
Diet and Reproduction 
Joun Youmans, Nashville, Tenn., Moderator. 
9:30 a.m. In Pregnancy. 
WituraM J. McGanrry, Nashville, Tenn. 
10:15 a.m. In Lactation. J, Dieckmann, Chicago. 
Leon C, Cuesvey, Brooklyn, N.Y. 


M. Epwarps Davis, Chicago. 


11:00 a.m. In Toxemia. 
11:45 a.m. In Infertility. 


Tuesday, June 4—9 a. m. 


Diet in Cardiovascular-Renal Disease 
Joun Youmans, Nashville, Tenn., Moderator. 


9:00 a.m. How to Use Sodium Reduction. 
Cuarces K. Friepperc, New York. 
9:45 a.m. Reduction of Dietary Fat and Blood Cholesterol 
in Prevention of Cardiovascular Disease. 
Grace A, Go_psmitu, New Orleans. 
10:30 a.m. Reduction of Dietary Fat and Blood Cholesterol 
in Treatment of Cardiovascular Disease. 
Grace A, Go_psmitH, New Orleans. 


11:15 a.m. Diet in Renal Disease. 
FRANKLIN H, Epstern, New Haven, Conn, 


Wednesday, June 5—9 a. m. 


Diet in Other Problems of Internal Medicine 
Cuares S. Davinson, Boston, Moderator. 


9:00 a.m. In Peptic Ulcer and the Gastrointestinal Disorders. 
Howarp M. Spo, New Haven, Conn. 
9:40 a.m. In Allergy Management. 


JEROME GLaseER, Rochester, N.Y. 
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10:20 a.m. In Hepatitis. Cuar.es Davipson, Boston 
11:00 a.m. In the Care of the Aged. 

Rosert Goopuart, New York. 
Parenteral Feeding. 

RayMonpb MENG, Nashville, Tenn. 


11:40 a. m. 


Thursday, June 6—9 a. m. 
Diet in Pediatrics 
CLEMENT A, SmitH, Boston, Moderator. 
9:00 a.m. Infant Feeding. 


9:45 a.m. Prescription of Vitamin Supplements, Iron, Cal- 
cium, Copper, etc. 
Rosert L, Jackson, Columbia, Mo. 


CLEMENT A, SmitH, Boston. 


10:30 a.m. Nutritional Replacement Therapy. 
Rosert E, Cooke, Baltimore. 
11:15 a.m. Emotional Problems, Anorexia, and Obesity. 


Harry Bakwin, New York. 


Friday, June 7—9 a. m. 


Weight Reduction 
L, Wurre, Chicago, Moderator. 


9:00 a.m. General. 
9:40 a.m. In Pregnancy. 


Rosert E. Oxson, Pittsburgh. 
BerRTHA SHAPLEY Burke, Boston. 
10:20 a.m. In Prevention and Treatment of Cardiovascular 

Disease. FrepRIK J, STARE, Boston. 
11:00 a.m. In Children and Adolescents. 
M. Youne, Ithaca, N.Y. 
11:40 a.m. In Diabetes Mellitus. 
Herspert New York. 


A History of Medicine in Pictures 


A History of Medicine in Pictures will be presented with the 
cooperation of Parke, Davis & Company, Detroit. Seven paint- 
ings, the first in a large series, depict major events and personali- 
ties in the medical profession during the past 5,000 years and 
were produced by Ropert A. THoM, with Georce A. BENDER 
as editor and Erwin H. ACKERNECHT as advisor. The following 
paintings are shown in the exhibit: ° 

Medicine in Ancient Egypt. 


An Egyptian physician treating a patient with tetanus 
(about 1500-1400 B.C. ). 


The Code of Hammurabi. 
A Babylonian physician defending his professional practices 
against a dissatisfied patient who seeks to invoke the drastic 
penalties of the Code of Hammurabi (about 2000 B.C. ). 

Trephening in Ancient Peru. 
A Peruvian physician beginning a trephening operation with 
the aid of knives of glass-hard obsidian, a crude plant nar- 
cotic, cotton, and bandages (First Century A.D.). 

The Temples and Cult of Asclepios. 
Sick and afflicted pilgrims flocking to a Grecian temple to 
be healed (500 B.C.-500 A.D. ) 

Susruta—a Surgeon of Old India. 
Susruta, famed Hindu surgeon, is depicted in the home of a 
noble of ancient India, about to begin an otoplastic opera- 
tion. 

Hippocrates—Medicine Becomes a Science. 
Hippocrates palpates a young patient and attempts to soothe 
a worried mother (Fifth Century B.C. ). 

Primitive Medicine. 
A Navajo Indian “singer” (medicine man) participating in 

medicine 


the — Chant’s nine-day ceremonies in a 
“hog 


» 
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SECTION EXHIBITS 


Each of the 21 sections of the Scientific Assembly has 
arranged a group of exhibits dealing with the various branches 
of medicine. 


Section on Anesthesiology 


The representative to the Scientific Exhibit from the Section 
on Anesthesiology is Epwin L. Rusnia, Augusta, Ga. The sec- 
tion is cooperating in the demonstrations on perinatal problems. 


Evaluation of Anesthetic Agents by Means of Evoked Central 

Nervous System Responses. 

Hamitton Davis, F, T. 
Ranpr, and H, Ditton, Western Reserve 
University School of Medicine, Cleveland. 

Elective Cardiac Arrest in Operations on the Open Heart. 

Donatp E. Hace, Wittem J. and Donacp B. 
Cleveland Clinic, Cleveland. 

Hypnosis in Anesthesiology. 

Mitton J. Marmer, Cedars of Lebanon Hospital and 
University of California at Los Angeles School of 
Medicine, Los Angeles. 

Plastic Diorama Comparing Internal and External Hypothermia. 

H. B. Benjamin, Marvin WacNer, Harry K, and 
Wacrer Zerr, Marquette University School of Medi- 
cine, Milwaukee. 

Promethazine in Surgery and Obstetrics. 

Mitton H, ApeLMAN, JAcosBson, Puimip Lier, 
and Seymour MiLter, Mount Sinai Hospital, New 
York. 

Absorption of Local Anesthetics. 

Joun Apriani and Donovan Charity Hospital 
and Louisiana State University School of Medicine, 
New Orleans. 

Quiescence in Pediatric Surgery. 


Max S. Sapove and THropore J. Frye, University of 
Illinois Research and Educational Hospitals, Chicago. 


A Simple Method for Blood Volume Determinations. 

S. N. Atpert, W. O. Swan, and W. A, Spencer, District 
of Columbia General Hospital, Washington, D. C. 

Servomechanisms in Anesthesia Control. 

J]. Bevivitte, Naomi Sacer, and WILLIAM S. 
How.anpb, Memorial Hospital and the Sloan-Kettering 
Institute, New York. 

Comparative Study of Methitural, Thiopental, Thiamylal and 
Hexobarbital: With Special Reference to Respiratory Effects. 
Barnetr A, GREENE, SAMUEL BERKOWITZ, and BERNARD 

S. Gorren, Unity and Adelphia Hospitals, Brooklyn, 

An Evaluation of Antiemetic Drugs in the Control of Post- 
operative Nausea and Vomiting. 

E. P. Dipier and H. C., Stocum, Walter Reed Army Hos- 
pital, Washington, D. C, 


Esophageal Intubation: Its Role in Preventing Aspiration of 
Vomitus in the Comatose Patient. 


Dante Bizzarri and JosepH Giurrripa, Columbus Hos- 
pital and New York Medical College, New York. 


Caudal Anesthesia. 


E. A. Rovenstine and Jack Mitowsky, New York Uni- 
versity—Bellevue Medical Center, New York. 


Fluothane: A Potent, Nonexplosive Inhalation Anesthetic. 
C. R. SrepHen, L. W. Fasian, M, 
D. C. Grosskreutz, and J. Coucuiin, Duke Univer- 
sity Hospital, Durham, N. C. 
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A New Synthetic Analgesic—Anileridi 


Invinc M. Rirrin, BERTHOLD SCHWARZ, MiILTON E, LANp- 
MAN, Rupo.F Preisic, and Henry H. WuHeatTon, St. 
Vincent’s Hospital, Montclair, N. J. 


Clinical Usefulness of Combinations of Narcotics with Narcotic- 
Antagonists. 
S. Marcus, Cuester W. Waite Jr., and Ropert 
MeEciIrRIAN, Boston City Hospital, Boston. 


Section on Dermatology 


The representative to the Scientific Exhibit from the Section 
on Dermatology is STANLEY E. Hurr, Evanston, IIl. 


Tranquilizers in Dermatology. 
Harry M. Rospinson Jr., RayMonp C. V. Ropinson, and 
Joun F, StRAHAN, University of Maryland School of 

Medicine, Baltimore. 


The Role of Soaps and Synthetic Detergents in Hand Der- 
matitis. 
RayMonp R. Suskinp, SamMuet R. SCHEEN, and Morris 
MEIster, University of Cincinnati College of Medi- 
cine, Cincinnati. 


Pruritus. 
Frank C. Combes and Mitton Reiscu, New York, 


Innervation of the Skin: Recent Findings in Representative 
Areas of Human Tissue. 
R. K. WiInKELMANN, W. H. and A, H. 
BuLBULIAN, Mayo Clinic and Mayo Foundation, 
Rochester, Minn. 


Alopecia Capitis: General Etiologic Survey. 


E. Ginsperc, Chicago, and Bruce Barstow, Wau- 
kegan, Ill., Northwestern University Medical School. 


The Effects of Relaxin on Connective Tissue. 
Rosert J. Boucek, Nancy L. Noper, Gus G, CAastTen, 
Harry R. Evpen, Kunc-Yinc T. Kao, and J. FRep- 
ERICK WoOESSNER Jr., the Howard Hughes Medical 
Institute, Miami, Fla. 


The Nonvenereal Diseases of the Genitals: The Differential 
Diagnosis of Genital Lesions. 
Joun Francis Witson, Jeflerson Medical College, Phila- 
delphia. 


Epidermal and Dermal Melanocytes. 


ARNOLD A, ZIMMERMANN and SamMuEL W. BECKER Jr., 
University of Illinois College of Medicine, Chicago. 


Introduction to Human Genetics for the Dermatologist. 
CurtTH and BertHa M. ASCHNER, 
Columbia University College of Physicians and Sur- 
geons, New York. 


Dermatologic Standardization of Perfumes. 
RayMOND A, Ospourn, THoMas W, Tusinc, and FRANCIS 


P. Coons, Georgetown University Medical Center, 
Washington, D. C. 


Section on Diseases of the Chest 


The representative to the Scientific Exhibit from the Section 
on Diseases of the Chest is Epwin R. Levine, Chicago. The 
Section is also sponsoring the Special Exhibit on Pulmonary 
Function Testing. 


Mediastinal Tumors: Diagnosis and Treatment. 


L, Watson, L. Poo., Eucene E. Cuirrton, 
RayMonp K, J. LUOMANEN, WiLLIAM G, CAHAN, and 
Joun T. GoopNner, Memorial Center for Cancer and 
Allied Diseases, New York. 


nc. 
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Pleuroplasty. 


Ropert Kiopsrock and Arruur A, Siepens, Veterans Ad- 
ministration Hospital, Brooklyn, N. Y., and State Uni- 
versity of New York College of Medicine at New York 
City. 

Crushing Injuries of the Chest: A New Method of Treatment by 

Mechanical Hyperventilation. 

Epwarp E, Avery, E. M6rcnu, J, CUNNINGHAM, 
and Jerome R. Heap, University of Chicago, the 
School of Medicine, and Northwestern University Med- 
ical School, Chicago. 

The Solitary Round Dense Pulmonary Lesion. 


SAMUEL COHEN and FRANK Bortong, B. S, Pollak Hospital 
for Chest Diseases, Jersey City, N. J. 


Bronchial Asthma. 

Joun W. Irwin, Invinc H. IrKin, SANDYLEE and 
Nancy LittLe, Massachusetts General Hospital, Bos- 
ton. 

Time to Test: Tuberculin Skin Test in Modern Practice. 

Jutius L. Witson, American Trudeau Society and National 
Tuberculosis Association, New York. 

Long-Range Home Chemotherapy of Tuberculosis. 

S, Doonrrer, Montefiore Hospital, New York. 


The Active Management of Pulmonary Tuberculosis in Preg- 
nancy. 

Invinc J. Sevikorr, Henry L, Doreaann and ALAN F. 

GutTrMacuer, the Mount Sinai Hospital, New York. 


Pulmonary Histoplasmosis on the Isthmus of Panama. 
Rovotro V. Youne and Ferruccio Berrous, Gorgas Hos- 
pital, Ancon, Canal Zone. 
Pulmonary Cavities. 


E. D. Peastey and Oscan Kanner, Veterans Administra- 
tion Hospital, Oteen, N. C. 


Lung Cancer and Smoking: Relationship and Changes in the 

Bronchial Epithelium. 

Oscar AVERBACH, J. BrewsteR Ger‘, J, SMOLIN, 
JeroME B, ForMAN, Geracp Mureusam, Josern M, 
Paw.Lowski, and Arruur Purpy Stour, Veterans 
Administration Hospital, East Orange, N. J. 


Cardiac Aneurysms and Tieis Surgical Correction. 


Houck Bowron and \Witiiam Likorr, Bailey Clinic, Phila- 
delphia. 


Heart Wounds: Recognition and Management. 


pe L. MayNarp and Emu A. Harlem 
Hospital, New York. 


Diagnosis and Treatment of Pulmonary Arteriovenous Fistulas. 
ISRAEL STEINBERG, JouUN A, EvANs, and NATHANIEL FInsy, 
the New York Hospital—-Cornell Medical Center, New 

York. 


Pulmonic Stenosis. 

Greorce N. JOHANN L, Enrennarr, JAMEs W, 
Cucpertson, Lewis E, JANUARY, ExNest O, THEILEN, 
and Joun W. Eckstein, State University of Lowa, 
lowa City. 


The Results of the Combined Medical and Surgical Treatment 
of Patients with Coronary Disease. 
M. S. Mazer, ScHNAER, MAX BeERNsTEIN, IRWIN 
CALLEN, ALFRED Bonk, LAURENCE Wu, SALAMON 
Boros, and Leona McCuimans, Edgewater Hospital, 
Chicago. 


Endarterectomy for Coronary Arterial Occlusion. 


P, Baitey and Henry T, Nicnors, Hahnemann 
Medical College and Hospital, Philadelphia. 
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Therapeutic Management: Bronchial Obstruction—Bronch 
spasm. 
Maurice SEGAL, Merritt M. and Ernst O. 
Artincer, Tufts University School of Medicine and 
Boston City Hospital, Boston. 


Bronchial Drainage: Physiologic and Mechanical Aids to Bron- 
chial Evacuation. 


R. Levine and FromMAN, Chicago Medical 
School and Edgewater Hospital, Chicago. 


Section on Experimental Medicine and Therapeutics 


The representative to the Scientific Exhibit from the Section 
on Experimental Medicine and Therapeutics is Josepu F, Ross, 
Los Angeles. 


Experimental and Statistical Methods in Clinical Investigation. 
Leo J. Cass, University Health Services, Harvard Univer- 


sity, Cambridge, Mass., and Wittem S. FREDERICK, 
Boston. 


Bat LK al * 


p } yl iminourea: A New Oral 

Insulin Replacement Agent. 

PoMERANzE, G. J. Mourarorr, and Hervey Fujry, 
New York Medical College, Metropolitan Medical Cen- 
ter and the Bird S$. Coler Memorial Home and Hos- 
pital, New York. 


“strogen Biosynthesis by Postmenopausal Human Ovaries. 

M. Lemon, H. H. Wortz, C. Sommens, L. Parsons, 
and J. W. Davis, Boston University School of Medi- 
cine and Massachusetts Memorial Hospitals, Boston. 

Chlorothiazide: A Saluretic Agent. 


Kart Beyer, Joun Beem, ELMer ALPERT, AuGUstus 
son, and Cuarvtes E. Lycutr, Merck Sharp & Dohme 
Research Laboratories, West Point, Pa. 


The Pathology of Lathyrism: A Nutritional Problem. 
Zouton T. Veterans Administration Hos- 
pital and University of Oregon Medical School, Port- 
land, Ore. 


Investigation of Tumor Cells in the Blood. 


Avery SanpBerG and Grorce Moore, Roswell Park 
Memorial Institute, Buffalo, 


Iypophysectomy in Man. 

H. PEARSON, BRONSON S. Ray, Mortimer B. Lipsett, 
Henry Hoop, and Ernest GREENBERG, Sloan-Ketter- 
ing Institute, Memorial Center, and New York Hos- 
pital, Cornell University Medical Center, New York. 


Oral Anticoagulants: Comparative Study. 
AnceL Buausrern, Booth Memorial Hospital, New York. 


Experimental Investigation of Antitussives: A Controlled 

Study of the Cough Mechanisms. 

S. C. Wane, W. M. Benson, P. L. Srerko, and T. C. 
l'Leminc, Columbia University College of Physicians 
and Surgeons, New York, and Hoflmann-LaRoche, 
Inc., Nutley, N. J. 


Anisindone: A New. Anticoagulant with Unusual Properties. 


Kurt LANce, Percuuk, and Murray M, MAHL, New 
York Medical College, New York. 


Isonicotinic Acid Hydrazides in the Treatment of 
Tuberculous Meningitis. 
EMANUEL APPELBAUM and CHarLes ABLER, New York 
City Department of Health, New York. 


Intermittent Peritoneal Lavage. 


Lewis Waters, AnrHuR GROLLMAN, O'NEILL, 
and SANpERs, University of Texas—Southwestern 
Medical College, Dallas, Texas. 


> 
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Radioactive Heparin—Synthesis, Metabolism and 
Circulation of Radioactive Heparin. 
B, Ermer, Istoore DANISHEFSKY, FRANK J. Bor- 
RELLI, LINN J. Boyp, and JosepnH Lirwins, New York 
Medical College, New York. 


A Therapeutic Appraisal of Antiemetic Agents. 


Joun H. Moyer, Sam A. Kinarp, and Paut K. Conner Jr., 
Baylor University College of Medicine, Houston, Texas. 


Studies of Serum B-12 Concentrations in Man. 
P. Bocer, StrickLANp, Gicpert M. 
Bayne, and Lemuet D. Waricurt, Norristown State 
Hospital, Norristown, Pa. 


Clinical Experience with a New Blood Dialyzer 
and Blood Pump. 
ArTHUR E, MACNEILL, JoHN E, DoyLe, ROLAND ANTHONE, 
SmNeY ANTHONE, and ARLINE RUPPENTHAL, Univer- 
sity of Buffalo School of Medicine, Buffalo. 


Natural Interactions between Blood Cells and Plasma Proteins. 


James L, Tutuis and Doucias M. Surcenor, Harvard 
University and Protein Foundation, Boston. 


A New Antithrombotic Agent. 
BENJAMIN MANCHESTER and Lawrence E. Putnam, 
George Washington University School of Medicine and 
District of Columbia General Hospital, Washington, 


Endarterectomy in the Direct Surgery of Arteriosclerosis. 
Jack A, Cannon, 1. GeorGe Kawakami, and Winey F. 
Parker, University of California at Los Angeles School 
of Medicine, Los Angeles. 


Plasma Erythropoietic Factors. 

FRANK H, BeTHeci, W. DONALD R. Kors, 
and RonaLp C, BisHop, Simpson Memorial Institute, 
University of Michigan and Veterans Administration 
Hospital, Ann Arbor, Mich., and Northwestern Uni- 
versity and Veterans Administration Research Hospital, 
Chicago. 

The Effect of Prednisone in the Treatment of 

Refractory Cardiac Edema. 

ALLEN D. Riemer, University of Colorado School of Medi- 
cine, Denver. 

Metisteroids in Experimental Toxemias. 

H. Seneca, O. K. Troc, and A, Jounson, College of Physi- 
cians and Surgeons, Columbia University and Presby- 
terian Hospital, New York. 


Streptovaricin: An Antibiotic Orally Effective in Tuberculosis. 

P. Simunorr, G. M. Savace, L. E. Ruutanp, R. M. Mc- 

Cune Jr., H. R. Reames, and McDermorrt, 

the Upjohn Company, Kalamazoo, Mich., and Cornell 
University Medical College, New York. 


Immunologic Aspects of Leukemias and Malignancies. 


Mario STEFANINI, St. Elizabeth Hospital and Tufts Uni- 
versity School of Medicine, Boston. 


The Gene in Modern Medicine. 
E. J. Grace, Grace Medical Group, Brooklyn, N. Y., and 
R. N. Mirra, Calcutta Medical College Hospital, Cal- 
cutta. 


Studies on Leukocyte Antibody. 
Stuart C, Fincu and KaTuerine D. Derre, Yale Univer- 
sity School of Medicine, New Haven, Conn. 


Comparison of the Effects of Vasodilator Drugs (Azapetine 
Phosphate) on the Conjunctival and Digital Arteries. 
J. M. Srattwortn, J. V. Jerrorps, and W. H. Lee Jr., 
Medical College of South Carolina and Roper Hospital, 
Charleston, S. C. 
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The Virus Etiology of Leukemia. 


STEVEN O. ScHwWaARTz, HAROLD M. SCHOOLMAN, Paut B. 
SZANTO, WiLMA Spurrier, and LeRoy Yates, Hek- 
toen Institute for Medical Research of the Cook 
County Hospital, Chicago. 


A Comparison of Propoxyphene and Codeine. 


CHarLEs M. Gruser Jr. and STANLEY M. Cuernisn, Lilly 
Laboratory for Clinical Research, Indianapolis General 
Hospital, Indianapolis. 


Pancreatic Action of the Sulfonylureas. 


Arruur R. CoLwe Jr., Joun A. and Arruur 
R. Cotwett Sr., Northwestern University Medical 
School, Chicago. 


Magnetic Recording in Medicine. 


Rosert D. Tscuirci and J, LANGpoN TAyLor, University 
of California at Los Angeles School of Medicine, Los 
Angeles. 


Section on Gastroenterology and Proctology 


The representatives to the Scientific Exhibit from the Section 
on Gastroenterology and Proctology are GeorGe Gorpon Mc- 
Harpy, New Orleans, and Wittarp H. Bernnort, Buftalo, 


Tubeless Gastric Analysis: A Urinary Color Test. 
Harry L. Secar, Leon L, Mivver, and J. 
PLumB, University of Rochester School of Medicine 
and Dentistry, Rochester, N. Y. 
Current Status of Intravenous Cholecystography 
and Cholangiography. 
J. Epwarp Berk and Howarp H. Feicecson, Sinai Hos- 
pital of Detroit and Wayne State University College of 
Medicine, Detroit. 


Duodenal Loop Changes in Posterior 
Penetrating Duodental Ulcer. 
J. Georce Teptick, Kensington Hospital, Philadelphia. 


Duodenal Deformities Other Than Classical Duodenal Ulcer. 

CLARENCE C, PEARSON and RicHarp F. Jones, the Mason 
Clinic, Seattle. 

Interscapular Tenderness—A New Sign in Peptic Ulcer. 

Gotpa R. Noser, Bernarp D. Jupovicn,t and Irwin J. 
Pincus, Graduate Hospital, University of Pennsyl- 
vania, Philadelphia. 

Deceased. 
Advances in the Treatment of Intestinal Helminth Infections. 


CLYDE SWARTZWELDER, JosepH H, Mitcter, Robert W. 
SAPPENFIELD, and Wittiam W. Frye, Louisiana State 
University School of Medicine, New Orleans. 


Clinical Significance of Uropepsin in Gastrointestinal Diseases. 

J. Acrrep Riper, Huco C, MoeLter, Joun O. Giss, 

Joyce Swaper, Lourpes F. Accaoi.i, JERE DEROIN, 

and ALFRED ANDEREGG, University of 
California School of Medicine, San Francisco. 


Rectal Prolapse: The Orr Suspension Treatment. 

Joun B. FLoyp Jr., Rurus ALLEY, BERNARD ROSENBERG, 
and CuristorpHER SourHwick, St. Joseph Hospital, 
Lexington, Ky., and 3380th Air Force Base Hospital, 
Keesler Field, Miss. 

Rectal and Colonic Polyps. 
Guy L. Krarzer and Howarp D. Allentown, Pa. 


Visualizing the Nonvisualized Gallbladder. 
J. Russect Twiss and Lee Gitvertre, New York. 


Surgical Management of Ulcerative Colitis. 


Lucius D. Hitt, Caves S, STONE Jr., and CLARENGE C. 
Pearson, the Mason Clinic, Seattle. 
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Gastrointestinal Cancer: Definitive Diagnosis 

by Exfoliative Cytology. 

Howarp F. Raskin, JosepH B. KinsNen, WALTER L. 
PALMER, SyLviA PLETICKA, and WILLARD YAREMA, 
University of Chicago, the School of Medicine, Chi- 
cago. 

Interasplenic Approach to the Portal Circulation. 

W. D. Davis Jr., STANLEY REICHMAN, RicHARD GorLIN, 

J. P. Svroraasur, and H. M. Batson Jr., Ochsner 


Clinic, Tulane University School of Medicine, New 
Orleans, and U. S$. Naval Hospital, Portsmouth, Va. 


Pain Patterns in Abdominal Diseases: Sites and Behavior of 
Pain in Certain Common Diseases of the Upper Abdomen. 
L. A. Smiru, N. A. Curistensen, N. O. Hanson, D. E. 
Rauston, R. W. P. Acnor, K. G. Berce, and A. H. 
BuLBULIAN, Mayo Clinic and Mayo Foundation, 
Rochester, Minn. 


Section on General Practice 


The representative to the Scientific Exhibit from the Section 
on General Practice is I. PHtLLips FRoHMAN, Washington, D. C. 
The Section is conducting physical examinations for physicians. 
Cytologic Techniques for Office and Clinic: Uterine and 

Gastric Cancer Control. 
H. E. Nresurcs, Beth E] Hospital, Division of Cancer Con- 


trol and Research and New York City Department of 
Health, New York. 


Pulmonary Tuberculosis and Pulmonary Carcinoma. 

Pu. ScHwartz, Warren State Hospital, Warren, Pa. 
Cancer of the Head and Neck as Seen by the 

Physician in His Office. 

Brewster S. Mitver, American Cancer Society, New York. 


Abrasion Microbiopsy Instruments for Early Cancer Diagnosis. 


KENNETH S. MacLean, the Cytology Institute for Cancer 
Research, New York. 


Hypog g ia and Ag 
BeacH Barrett and Wabe VoLwI Ler, University of Wash- 
ington School of Medicine, Seattle. 


Pain: Referred Pain—Sciatica in Back Diagnosis and Treatment. 
Grorce $. Hackett, Mercy Hospital, Canton, Ohio. 


Headache Clinic. 


Lester S, BLUMENTHAL and MArvin Fucus, George Wash- 
ington University, Washington, D. C. 


Differential Diagnosis of Dermatoses of the Feet. 


ARTHUR S, SPANGLER, Harvard Medical School and Mas- 
sachusetts General Hospital, Boston. 


Diuretics: Pharmacological Action and Clinical Effects. 
ArtHuR DeGrarr, LEONARD GUTNER, LAWRENCE 
KryLe, WALTER NEWMAN, SIDNEY DANN, and HERB- 
ERT S. KUPPERMAN, New York University and Belle- 
vue Medical Center, and Veterans Administration 
Hospital, New York. 


The Body Fluid Imbalances: A Bird’s Eye View. 
W. D. Snivecy Jr. and J. Sweeney, St. Mary’s 
Hospital, Evansville, Ind. 
Emergency Resuscitation. 


James O. and Davin G. Greene, Roswell Park 
Memorial Institute, Buffalo. 


Glaucoma—Your Medical Problem: Cause 12% of Blindness. 
Will You Help? 
Mortimer ALFONSE CrnottTi1, SEyYMOouR Goop- 
STEIN, and Conrap Berens, New York Eye and Ear 
* Infirmary and the Ophthalmological Foundation, Inc., 
New York. 
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The Generalist Looks at Constipation. 
W. E. Henrickson, Henrickson Clinic, Poplar Bluff, Mo. 


Treatment of Tension Syndromes of the Middle Years. 
B. WHEELER JENKINS, Germantown Hospital, Philadelphia. 


Plastic Surgery Seen in General Practice. 
McCartuy DeMere, Memphis, Tenn. 


Flying Patients: Flying Physicians Association. 


R. J. Vastine Jr., Buchanan, Mich.; H. A, Heise, Mil- 
waukee; J. T. Frynn, New York; E. N. Zinscuvac, 
Mattoon, IIl.; S. D. SuLLENBERGER, Dandridge, Tenn.; 
C. M. Srarr, North Hollywood, Calif.; and M. E. 
DeGrorr, Tulsa, Okla., Flying Physicians Association. 

Ectylurea: A New Calmative for the Relief of 

Anxiety and Tension States. 

Frank V. Z, Linn and M. M. Nicke s, Traverse City State 
Hospital, Traverse City, Mich. 

Strokes Caused by Diseases of the Heart and Aorta. 

T. W. Parkin, C. H. Mician, G. P. Sayre, and J. E. 
Epwarps, Mayo Clinic and Mayo Foundation, Roch- 
ester, Minn. 

Chemical Control of Abdominal Behavior. 


Joun T. Fercuson, BertHa M. Orcutt, and FRANCES 
Bare, Traverse City State Hospital, Traverse City, 
Mich. 


The Role of Sedation in the Geriatric Patent— 
Use and Abuse of Sedatives. 


Morais PLornick, Cincinnati. 
Use of Rauwolfia in Treatment of Malnutrition. 
Leon G. Drinkin, Nutrition Clinic, Mount Sinai Hospital, 
New York. 
A New Sustained Release Antibacterial Preparations in General 
actice. 
RuHosLyn J. BisHorr and E. Harotp Mercer, Dover, Del. 


Section on Internal Medicine 


The representative to the Scientific Exhibit from the Section 
on Internal Medicine is Henry T. Ricketts, Chicago. 
Calcium Digitalis Tolerance Test. 
Jack M. KaurMAN and SeyMour Gorpon, Harper Hospital, 
Detroit. 
The Digital Circulation. 
Mitton MeNpLowrrz, Mount Sinai Hospital, New York. 
Constant Mass Displacement Ballistocardiograph. 
Jan Nypoer and J. Gorpon Swarr, Harper Hospital, 
Detroit. 
The Postmyocardial Infarction Syndrome. 
WILLIAM DressLer, Maimonides Hospital, State University 
of New York College of Medicine, Brooklyn, N.Y. 
Value of Stress Tests in Detecting Coronary Disease. 


Georce P. Ross, Hersert H. Marks, Metropolitan Life 
Insurance Company, New York, and THomas W. 
MarttincLy, Walter Reed Army Hospital, Washing- 
ton, D. C. 


An Evaluation of C-Reactive Protein and S-GO Transaminase 
in Coronary Artery Disease. 

Invinc G. Kroop and NatrHan H, SHACKMAN, Jewish 
Chronic Disease Hospital, Jewish Hospital and State 
University of New York College of Medicine, Brook- 
lyn, N 

The Present Indications for-Cardiac Surgery. 

Rosert P, GLover, Jutio C. Davita, Rosert G. Trovt, 
Presbyterian, Fitzgerald Mercy, and Lankenau Hos- 
pitals, and St. Christopher’s Hospital for Children, 
Philadelphia. 


» 
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Cardiac Catheterization Spot Films: Physiologic Differentiation 
of Roentgenologically Similar Catheter Positions. 


Doris J. W. Escurern, Jerome H. SHArRpIRO, G. 
Jacopson, Ropert S. AARnon, and Herspert Mark, 
Montefiore Hospital, New York. 


Study of Blood Pressure in the Apparently 
Healthy Aged: 65-106 Years. 
ArtHurR M. Master, Ricuarp P. Lasser and Harry L. 
Jarre, Mount Sinai Hospital, New York. 
Headaches of Vascular Origin. 
F. W. Minneapolis. 


Radioactive Cobalt Labeled Vitamin B-12: Applications 
in Clinical and Experimental Medicine. 


Joun Frost and MAnrrep I, Gotpwein, Hos- 
pital of the University of Pennsylvania Medical School, 
_ Philadelphia. 


Clinical Studies in Angina Pectoris with Triethanolamine Trini- 
trate Biphosphate. 


Harvey L. and Leon E. Kassex, Sinai Hospital, 
Baltimore. 


Methods of Therapy in the Treatment of 
Essential Hypertension. 


GarFieLp G, DuNCAN, JEROME WaALDpRON, WILLIAM K. 
Jenson, Rosert J. Girt, Ricnarp J. Eserty and 
KENNETH R. KNox, Pennsylvania Hospital, Phila- 


delphia. 


Management of Hypertensive Disease. 
JosepH C. Epwarps, Washington University Medical 
School, Barnes and St. Luke’s Hospital, St. Louis. 


Use of Ganglionic Blocking Agents in Hypertension. 


Joun Moyer, Forp, Enwarp Dennis and COLEMAN 
Cap.ovirz, Baylor University College of Medicine, 
Houston, Texas. 


Osteoporosis: A Common Metabolic Bone Disease. 


Harry E. BancHart and Ricwarp K, D. WarTanase, 
Germantown Hospital, Philadelphia. 


Medical Management of Chronic Bronchopulmonary Infections. 


Epwarp H. Morcan and H, Row PEARSALL, the 
Mason Clinic, Seattle. 


Regulation of Physical Activity in Management of Chronic 
Disease Energy Costs of Various Activities in Work and 
Play. 


Epwarp E. Gorpon, Micheal Reese Hospital, Chicago. 


Some Facts and Fallacies About Renal Disease. 
S. Epwarp Kinc, New York. 


Triiodothyronine: A New Thyroid Hormone. 
Grosvenor W, Veterans Administration Hospital 
and University of Buffalo School of Medicine, Buffalo. 


Nutritional Cirrhosis. 
M. Leevy, THomMas J. Wurre, ANGELO M. Gnassi, 
and Frevix Traucort, Jersey City Medical Center, 
Seton Hall College of Medicine, Jersey City, N. J. 


Diagnosis and Management of Patients with Arterial Hyperten- 
sion: Evaluation of Five-Year Experience with Depressor 
Drugs. 

JosepH H. HarkeNSCHIEL Jr., JERRY E, SCHMITTHENNER, 
and Eart A, DaucHerty, Lankenau Hospital, Phila- 
delphia. 


Malignant Lymphoma: Hodgkin’s Disease and Lymphosarcoma: 
Pathology, Treatment, and Potential Curability. 
Joun F. Hynes, J. W. Assiss, and Rosperr FRE vIcK, 
Memorial Hospital, Wilmington, Del. 
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Paravertebral Injections of Prednisolone Acetate to the Cervical 
Vertebrae. 
ABRAHAM COHEN, WILLIAM LEE KANENSON, MARvIN J. 
SEVEN, and Joe, GoLpMAN, Jefferson Medical College 
and Philadelphia General Hospital Philadelphia. 


The Audio-visual Analysis of Haemodynamics in Cardiac Di- 
agnosis. 

J. Scorr BurrerwortH, Maurice R. CHassin, ROBERT 
McGratu, EpmMunp H. Reppert Jr., and Joun J. 
Tuorree, New York University Postgraduate Medical 
School, New York. 


Oral Organomercurial Diuretics. 


Sim P, Dimrrrorr and Greorce C, Grirriru, University 
of Southern California School of Medicine, Los 
Angeles. 


Section on Laryngology, Otology, and Rhinology 


The representative to the Scientific Exhibit from the Section 
on Laryngology, Otology and Rhinology is WALTER E. Heck, 
San Francisco. 

Tracheostomy. 

Joun M. Lore Jr., St. Clare’s Hospital, New York, and 
the Good Samaritan Hospital, Suffern, N. Y. 

Hemilaryngectomy: A Technique for Cordal Carcinoma with 
Extension Posteriorly. 

Max L, Som and Leon M. ArNoLp, Montefiore Hospital 
and Beth Israel Hospital, New York. 

Maxillary Sinusitis. 

Everett, St. Luke’s Hospital, New York. 

Vascular Headache: Anatomical Consideration and Modern 
Management. 

Ropert E. Ryan, St. Louis. 

Cellular Pathology in Diseases of the Ear, Nose and Throat. 
Witiiam T. K. Bryan and Marian P, Bryan, Washing- 

ton University School of Medicine, St. Louis. 

Your Ear and Noise. 

ARAM GLoric, D, E. WHeever and H. P. House, Sub- 
committee on Noise in Industry, American Academy of 
Ophthalmology and Otolaryngology, Los Angeles. 

The Histopathology of the Ear in Conductive Deafness. 
Josepn G. Druss and Sipney S, Feuerstein, the Mount 

Sinai Hospital, New York. 

Ossicular Histology and Histopathology: A Study of the Liga- 
ments, Joints and Osseous Structure of the Ossicles. 
Richard J. and Dororny Manhattan 

Eye, Ear and Throat Hospital, New York, 

The Education of Preschool Children with Impaired Hearing 
and Their Parents: The John Tracy Clinic Program. 

Louise Tracy and Epcar L. Lowe John Tracy Clinic, 
Los Angeles. 

Otolaryngologic Plastic Surgery. 

SAMUEL Fomon, JuLrus W. BELL, and ALFRED SCHATTNER, 
American Academy of Plastic Surgery for Head and 
Neck and Manhattan General Hospital, New York. 

Modern Temporal Bone Surgery. 

Jutrus Lempert, Lempert Institute of Otology, New York. 


Section on Military Medicine 


The representative to the Scientific Exhibit from the Section 
on Military Medicine is Frank M. Townsenp, Washington, 
D.C. 


Acute Respiratory Illness of Adenovirus (RI-APC) Etiology in 
Military Populations. 

Maurice R, HitteEMAN, Walter Reed Army Institute of 

Research, Walter Reed Army Medical Center, Wash- 

ington, D. C., 


P 


Vol. 163, No. 16 


Disease-Free Laboratory Animals. 
Ropert M. Nims, Walter Reed Army Institute of Research, 
Walter Reed Army Medical Center, Washington, D. C. 
Eye Protection Against Minute High-Speed Missiles. 
Hernricu W. Rose, School of Aviation Medicine, U. S. Air 
Force, Randolph Air Force Base, San Antonio, Texas. 
Present Day Method of Moving Poliomyelitis Patients. 
Juces Rivkinp and Vircinia Heary, Military Air Trans- 
port Service, Brooks Air Force Base, Texas. 
Analogous Pathologic Patterns in Man and Animal. 
Tuomas C, Jones, Armed Forces Institute of Pathology, 
Washington, D. C. 
Clinical Diagnostic Studies Utilizing Radioactive Isotopes. 


E. R. Kine, F. RicHarp SPENCER, and THOMAS 
MiTcHELL, U, S. Naval Hospital, National Naval Med- 
ical Center, Bethesda, Md. 


Newer Approaches to Study of the Liver. 


Greorce L. Catvy, Roatp N, Grant, Marvin L, GLiep- 
MAN, and Carrot, M. Leevy, U. S. Naval Hospital, 
St. Albans, N. Y. 


United States Air Force Occupational Health Program. 
Gorpvon F, Fisher and Joun E, Baker Jr., Office of the 
Surgeon General, U. S. Air Force, Washington, D. C. 
Mission of the U. S. Army Environmental Health Laboratory. 
Epwarp J. Denne, Ropert H. Ducuw and E. 
Coner, U. S. Army Environmental Health Laboratory, 
U. S. Army Chemical Center, Edgewood, Md. 
Pediatric Diagnostic Clinic. 
Tuomas Cone Jr., Cuarces L. Warre, and Howarp 
A. Pearson, U. S. Naval Hospital, National Naval 
Medical Center, Bethesda, Md. 
Dependents Medical Care Program for the Uniform Services. 
Paut I. Rosinson, Office of the Surgeon General, De- 
partment of the Army, Washington, D. C. 
Psychiatry in the U. S. Navy’s Operation Deep Freeze. 


Greorce N. Raines, Bureau of Medicine and Surgery, 
Washington, D. C., J. E. Narpini and Herman B. 
Mouisu, U. Naval Hospital, Bethesda, Md. 


Section on Nervous and Mental Diseases 


The representative to the Scientific Exhibit from the Section 
on Nervous and Mental Diseases is BENJAMIN BosuEs, Chicago. 
Diagnosis and Treatment of Intracranial Tumors in Childhood. 

Rosert Knicuron and Francisco Gomez, Henry Ford 
Hospital, Detroit. 
Practical Control of Emotional Disturbances: A Study in Treat- 
ment of Diversified Mental Symptoms. 
Sruarr C. Knox, College of Medical Evangelists, Los 
Angeles. 
Muscle Pathology in Certain Neuromuscular Disorders. 
G. M. Suy and F. H. Metcver, National Institute of Neu- 
rological Diseases and Blindness, National Institute 
of Health, Bethesda, Md. 
The Relationship of Hydrocephalus to Myelomeningocele and 
to Hydromyelia. 
W. James Garpner and Jorce ANGEL, Cleveland Clinic, 
Cleveland. 
Changing Aspects in the Treatment of Parkinson’s Disease. 
Lewis J. DosHay, Columbia-Presbyterian Medical Center, 
New York. 
Neurosurgical Alleviation of Parkinsonism and other Extra- 
pyramidal Disorders. 
Invinc S. Cooper, St. Barnabas Hospital, New York Uni- 
versity—Bellevue Medical Center, New York. 


THE SCIENTIFIC EXHIBIT 1533 


Neural Mechanisms of Emesis and Antiemesis Site of Action of 
Emetic and Antiemetic Agents. 
S. C. Wanc, Anois, and H. H. Merrarrr, Co- 
lumbia University, College of Physicians and Sur- 
geons, New York. 


Psychopharmacology: Principles and Mechanism Drug Action 
on Higher Nervous Functions, Voluntary and Autonomic. 
W. Horstey Ganrr and Lester H, GiiepMan, Johns 
Hopkins University Medical School, Baltimore. 
Putting Psychiatry Back into Medicine. 
FRANK J. Ayp Jr., Franklin Square Hospital, Baltimore. 


Laboratory and Clinical Evaluation of Perphenazine (Trilafon). 
SAMUEL Irwin, Schering Corporation, Bloomfield, N. J., 
and Norsetr BruckMaNn, Napa Rapincer, and Na- 
THAN S. Rockland State Hospital Researc!: 
Facility, Orangeburg, N. Y. 
Chlorpromazine: The Road Back. 
Ese B. Kris, Manhattan After Care Clinic, New York. 
Effects of Chlorpromazine and Reserpine on Mental Hospital 
Budgets. 
WERNER TuTeuR, Rocuus and Jakos 
Elgin State Hospital, Elgin, Il. 
The Pharmacology of Ectylurea (Nostyn): a Neurosedative. 


Howarp G. Grass, kK. G. Rink, and Rosert K, S, Liat, 
Miles-Ames Research Laboratory, Elkhart, Ind. 


Animal Behavior as a Measure of Tranquilization. 


Frep ALEXANDER, Davip RALPH 
and Rosert G. Tucker, Smith, Kline & French 
Laboratories, Philadelphia. 


Myasthenia Gravis: Report of 282 Cases. 


Kermit E, OsserMan, Lawrence I, KAPLAN, PETER 
KORNFELD, Conen, Go_pBerc, Har- 
MeNpELow, GHENKINS, and HENRY 
Winps.ey, the Mount Sinai Hospital, New York. 


Section on Obstetrics and Gynecology 


The representative to the Scientific Exhibit from the Section 
on Obstetrics and Gynecology is Freperick H. FAuus, River 
Forest, Ill. The Section is cooperating in the demonstrations 
on perinatal problems. 


Trichomonas Vaginalis Infection: Its Relation to Abnormal 
Cytology. 


Cart Henry Davis and Costa G. Granp, Cancer In- 
stitute, Miami, Fla. 


Gynecography After Transtubal Pneumoperitoneum. 
Wacrer W. WicuiaMs and Rosert A. Grucan, Spring- 
field Hospital, Springfield, Mass. 
Infertility: Diagnosis and Treatment. 
Rosert GREENBLATT, JOAN LANDRY, Epwin C, Juncck, 
and E. Barrietp, Medical College of 
Georgia, Augusta, Ga. 
Radioisotope in Gynecology as Applied in Pelvic Malignancies. 
Joun C. and Joun Ohio State 
University College of Medicine, Columbus, Ohio. 
Fetal and Maternal Circulation of the Uteroplacental Organ: A 
Histologic Study. 
Cart T. Javert, LEON Motrytorr, STANLEY BiRNBAUM, 
and Wiiu1amM Davis, Woman’s Hospital Division of 
St. Luke’s New York, 
Cervical Support in Surgery for Prolapse. 
JosHua Davies and RENNING, Woman's 
Hospital Division of St. Luke’s, New York. 
Colorectal Diseases in Pregnant Women. 
J. Gerenpasy, Jersey City, N. J. 
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Management of Vesicovaginal Fistula. 
Henry C. Fax, Beth Israel Hospital, New York. 


Routine Cytology in Obstetrical and Gynecological Practice. 


Donatp W. Hatt, K. Birtcu, Ciype L, RANDALL, 
RicHarp W, Barrz, Duru R. Karna, and Rosert J. 
PaTTersON, University of Buffalo School of Medicine, 
Buffalo. 


Gynecologic Surgery: Illustrations, Discussion of Technique, 
Pitfalls and Complications. 
Wa ter J. and J. Necutow, Chicago 
Medical School, Cook County Hospital and Cook 
County Graduate School of Medicine, Chicago. 
Stress Incontinence in Female: Therapeutic Aids. 
C. Paut Hopexrinson, R. P. Jounson, W. T. Kevry, J. J. 
Kro tt, and A, E. Horr, Henry Ford Hospital, Detroit. 
Pregnancies After Nephrectomy for Tuberculosis. 
Epmvunp Lissack, Lissack Clinic, Concordia, Mo. 
Suppression of Postpartum Breast Engorgement and Lactation 
with Long Acting Steroids. 
Jay J. Gotp and Metvin R, Conen, Michae! Reese Hos- 
pital, Chicago. 
The Significance of Melituria in Pregnancy. 
Mitton Gross, Rospert Sexton, and Roserr |. Dorian, 
Margaret Hague Maternity Hospital, Jersey City, N. J. 
The Modern Endocrine Approach to the Diagnosis and Man- 
agement of the Infertile Patient. 
Hersert S. KupPpERMAN, JEANNE A. EPSTEIN, MEYER 
H. G. Bratt, Donatp K. Briccs, and ABRAHAM 
Stone, New York University—Bellevue Medical Center 
and the Margaret Sanger Research Bureau, New York. 
Clinical Effects of New Progestational Compounds. 


Epwarp T. TyLer and Henry J. Ovson, University of 
California at Los Angeles School of Medicine, Los 
Angeles. 


Section on Ophthalmology 


The representative to the Scientific Exhibit from the Section 
on Ophthalmology is Frank W. Newe vt, Chicago. 
Therapy of Chronic Uveitis: Long Term Hormonal—Steroid 
rapy. 

Dan M. Gorpon, New York Hospital, Cornell University 
Medical Center and the L. A. Margolyes League, 
New York. 

Pathogenesis and Treatment of Glaucoma. 

Posner and Grorce Gorin, Manhattan Eye, Ear 

and Throat Hospital, New York. 
The Lymphatics of the Bulbar Conjunctiva. 

H. Saut Sucar, Wayne State University College of Medi- 
cine and Sinai Hospital, Detroit. 

Precancerous and Cancerous Melanosis of the Conjunctiva. 

ALGERNON B. Reese and BrapLey R. STRAATSMA, Institute 
of Ophthalmology of the Presbyterian Hospital and 
Columbia University College of Physicians and Sur- 
geons, New York. 

Serial Level Microphotography of the Eye. 

Greorce E. Arrincton Jr. and DuPont Guerry III, 
Titmus Eye Laboratory, Medical College of Virginia, 
Richmond, Va. 

Central Retinitis Associated with Amebiasis. 

Atson E, Bratey and Henry E, HAmivton, State Uni- 

versity of Iowa College of Medicine, lowa City. 
Electrophysiologic Insight in Ocular Motility. 

Goopwin M. Breinin, New York University Postgraduate 
Medical School, New York. 

Stereoscopic Kodachrome Photographs of the Fundus Oculli. 

Artuur J. Bepect, Albany, N, Y. 
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Differential Diagnosis and Management of the Red Eye. 
WituiAM H. Havener, Ohio State University College of 
Medicine, Columbus, Ohio. 
Conoid Ophthalmic Lenses: An Original Development in Sub- 
normal Vision Aids. 
Davip VoLk, Western Reserve University School of Medi- 
cine, Cleveland. 
External Diseases of the Eye: Diagnosis and Treatment. 
Everet H. Woop, Jackson Clinic and University of Wis- 
consin Medical School, Madison, Wis. 
Lacrimal Protein Patterns: Protein Analysis of Tears by Paper 
Electrophoresis. 


Ouive F. Erickson, Stanford University School of Medi- 
cine, San Francisco. 


Section on Orthopedic Surgery 
The representative to the Scientific Exhibit from the Section 
on Orthopedic Surgery is James I. Kenprick, Cleveland. 
Fixed Postural Correction for Low Back Pain and Varied 
Neuralgias. 
LAuRENCE Jones, Beverly Hills, Calif. 
Osteotomy: Bunionectomy for Hallux Valgus. 

C. Lestre JosepH L, FiLeminc, RicHarp 
ALLEN, and CurisropHer GLENNEY, Henry Ford Hos- 
pital, Detroit. 

Prevention of Automobile Injuries. 

Murray E. Gispens, Warp B. Stupr, Wittiam H. Morr, 
and Horace E. CAMPBELL, Veterans Administration 
Hospital, Denver. 

Pollicization of the Index Finger. 
R. A. Murray, Scott and White Clinic, Temple, Texas. 
Juxta: Articular Ossification of the Ligaments of the Vertebral 
olumn. 

Cuarces J. Surro, Hospital for Joint Diseases, New York, 
and Davin E, and Morris Witten, Veterans 
Administration Regional Office, Brooklyn, N. Y. 

Orthopedic Criteria for Shoe Prescription. 

C. F. HermMan GLapstoNe, and FRANK 
ScHENCK, Veterans Administration Central Office, 
Washington, D. C. 

The Effect of Antituberculous Drugs on the Healing of Frac- 
tures. 

Avsperr R. ALLEN and A, W. Srevenson, Central Wash- 
ington Tuberculosis Hospital, Selah, Wash. 

The Technique of Hemipelvectomy. 

L. Cotey, NorMAN L, HicinspoTHAM, and Lewis 
Hoce Jr., Memorial Center for Cancer and Allied 
Diseases, New York. 

Metals in Surgery. 

ALBERT B. Fercuson Jr. and Patrick G, Larne, University 

of Pittsburgh School of Medicine, Pittsburgh. 
Cultured Calf Bone Grafts. 

E. J. Tucker, Houston, Texas, and WiLL1AM B, FiscHer, 

Northwestern University Medical School, Chicago. 
Fractures in the Aged. 

Epcar M. Bick, ALEXANDER Garcia, and Tuomas J. 
Drinc, New York and Brooklyn Regional Committee 
on Trauma American College of Surgeons, New York. 

Anatomic and Radiographic Studies of Degenerative Diseases 
of the Cervical Spine. 

Z. B. FRreDENBERG, JACK EperKeN, N. SPENCER, and S. 


TOLENTINO, Hospital of the University of Pennsyl- 
vania, Philadelphia. 


Degenerative Lesions of the Acromioclavicular Joints and 
Sternoclavicular Joints. 


ANTHONY F. DePaLMa, and Davison, Jefferson 
Medical College, Philadelphia. 
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Treatment of Giant Cell Tumors. 


J. I. Kenprick and Georce S, PHALEN, Cleveland Clinic, 
Cleveland. 


Moderately Severe Whiplash Injuries of the Cervical Vertebrae 
and Their Radiologic Diagnosis. 
Maprtin S. ABEL and RicHarp F, WAGNER, San Francisco. 


Section on Pathology and Physiology 


The Section on Pathology and Physiology is cooperating in 
the Special Exhibit on Fresh Tissue Pathology. The representa- 
tive to the Scientific Exhibit is SamueL A, Levinson, Chicago. 


The Value of Needle Biopsy of the Liver in Pediatrics. 


StoweNs and RayMonp W, Cuvun, Armed Forces 
Institute of Pathology, Washington, D. C 


Ultramicro Methods for Clinical Laboratories. 
Epwin M. Knicuts Jr., Ropericx P, MacDona.p, and 
Jaan PLoompvuu, Harper Hospital, Detroit. 


Cytology in Diagnosis and Research. 
EMMERICH VON HAAM, GUENTHER CEELEN, CLARENCE 
GanTT, ALEXANDER Horava, EpwaArp MILLER, 
N. S. M. Murruy, and Dante $caArPELLI, Ohio State 
University College of Medicine, Columbus, Ohio. 


Traumatogenic Versus Natural Causes in Medicolegal Fatalities. 
L. SHapino, Brooklyn, N. 


Chronic Thyroiditis by Autoimmunization. 
Ernest WitTEBsky, JOHN R. Paine, KORNEL TERPLAN, 
R. Rose, and RicHarp W, University of 
Buffalo School of Medicine and the Buffalo General 
Hospital, Buffalo. 
Hereditary Muscular Dystrophy in the Mouse: A Comparison 
with the Human Disease. 
E. D. Murpny, E. S. A. A. KANpuTscu, W. SiL- 


vers, and L, C, Stevens, Roscoe B, Jackson Memorial 
Laboratory, Bar Harbor, Maine. 


Brucellosis and the Heart: A New Concept of the Etiology of 
Valvular Heart Disease. 


Tuomas M. Peery and Rocer H. Suannon, George Wash- 
ington University School of Medicine, Washington, 
D. C. 


Mechanism of Action of Reserpine and Chlorpromazine: An 

Hypothesis. 

Dona.p F. Bocpanski, PARKHURST A. SHORE, and 
NARD B, Bropie, National Heart Institute, National 
Institutes of Health, Bethesda, Md, 

Certification of Medical Technologists. 

G. MontcoMery and RutH DruMMonp, Registry of 
Medical Technologists of the American Society of 
Clinical Pathologists, Muncie, Ind. 

Aspiration Biopsy: Technique and Application. 
Joun T. Gopwi, St. Joseph’s Infirmary, Atlanta, Ga. 


Esophagus, Stomach and Duodenum: Analysis of 250 Surgical 
Cases 


W. C, Dreese, J. W. Wetcn, V. E, Cuesky, R. G. Rate, 
and C, A. Hetiwic, Hertzler Clinic and Hertzler Re- 
search Foundation, Halstead, Kan, 

Glucagon and the Antiinsulin Action of Cortisone. 

SypNey S. Lazarus and Bruno W, Vo LK, Isaac Albert 
Research Institute of the Jewish Chronic Disease 
Hospital, Brooklyn, N. Y. 

Myocarditis: A Frequent Complication in Systemic Disease. 

WituiaM C, Manion, Armed Forces Institute of Pathology, 
Washington, D. C. 

Pathology of Radiation Injury. 
Cart F. Tessmer and F, L. Jennincs, Armed Forces 
Institute of Pathology, Washington, D. C. 
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Natural History of Atherosclerosis. 
R. L. Hotman, H. C. McGiiu Jr., J. P. Stronc, O. R. 
GrirFFin, and J. C. Geer, Louisiana State University 

School of Medicine, New Orleans. 
The Relation of Endemic Goiter to Endemic Deaf-Mutism. 
Istpon GREENWALD, New York University College of Medi- 
cine, New York, 
Genetic Determination of Serum Cholesterol Level: A Study of 
201 Families. 
Louis E. ScHAEFER, Davin ADLERSBERG, and ARTHUR G. 
STEINBERG, Mount Sinai Hospital and Central Man- 
hattan Medical Group, New York. 


Section on Pediatrics 
The representative to the Scientific Exhibit from the Section 
on Pediatrics is F. THomas MitcHeLL, Memphis, Tenn. The 
Section is cooperating in the demonstrations on perinatal 
problems. 
The Role of the Physician in Child Safety. 
Georce W, Starsuck, Greater New Bedford Children’s 
Accident Prevention Program, New Bedford Medical 
Society, and St. Luke’s Hospital, New Bedford, Mass. 
Poisoning from Petroleum Distillates: The Hazards of Kerosene 
and Furniture Polish. 
A. BrapLey Souce Jr. and Josern C, Forey, University 
of Vermont College of Medicine, Burlington, Vt. 
Florida Poisoning Control Centers: An Integrated Statewide 
Program. 
Ropert Grayson, Florida Pediatric Society and Florida 
Chapter, American Academy of Pediatrics, Miami 
Beach, Fla. 
Indications for Excretory Urography in Children from Birth to 
14 Years of Age: Review of 797 Pyelograms Performed on 
656 Children. 
Joun A. Askin, THOMAS REICHELDERFER, JULES MERITT, 
and Sauk, Harriet Lane Home, Johns Hopkins 
Hospital, and Sinai Hospital of Baltimore. 
The Principles of Pediatric Rehabilitation. 
A. Kanor, J. Rocorr, and H. FiscnHier, Jewish Chronic 
Disease Hospital, and the State University of New 
York College of Medicine at New York, Brooklyn, N. Y. 
Thoracic Tumors of Childhood. 
Harotp Darceon and Tan, Children’s 
Tumor Registry and Pediatric Service of Memorial 
Center, New York. 
Clinical and Genetic Aspects and Research in Muscular Dys- 
trophy. 
Joun T. and Ape Mituorat, Muscular Dystrophy 
Associations of America, Inc., New York. 
Clinical-Pathologic Correlation in Infants and Children with 
Damage to the Central Nervous System. 
Joun BartraM and James B, Arey, St. Christopher's Hos- 
pital for Children and Temple University School of 
Medicine, Philadelphia. 
The Jaundiced Neonate: Differential Diagnosis and Manage- 
ment. 
Vicror C. VAUGHAN III and Frouzanpen B. BRELIAN, 
Temple University School of Medicine, Philadelphia. 
How to Give Painless Injections. 
Vircinta Weeks and JANET TrAvVELL, the New York 
Hospital—Cornell Medical College, New York. 
Intestinal Obstruction in Infants: Causes and Treatment. 
James D. Harpy and T. K. WituiaMs, University of Mis- 
sissippi Medical Center, Jackson, Miss. 
Symptomatic Redundant Sigmoid: A Newer Concept in Ther- 
apy. 
DonaLtp A. Davis, Paut H. Roserts and G. 
DeSanctis, New York University Postgraduate Medi- 
cal School and University Hospital, New York. 
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Meckel’s Diverticulum. 
W. B. Kiesewetrer and F, A, McParvanp, Children’s 
Hospital of Pittsburgh, Pittsburgh. 


Davin H. Baker, NATHANIEL Finpy, and JosepH CusMANO, 
New York Hospital—Corneli Medical Center, New 
York. 


Prevention of Accidents in Children. 
THomas S. Lois J. PLumMMeEr, and J. Rocer 
Warner, Edward J. Meyer Memorial Hospital and 
University of Buffalo School of Medicine, Buffalo. 


EEG Studies and the Use of Tranquillizer Drugs in the Care 
of Children with Reading, Speech and other School Adjust- 
ment Problems. 

Homrr F. Wer and Rosert L, ANpeRson, Rockford 
Memorial Hospital, Rockford, Il. 


Adhesions of Labia Minora: Treatment with Topical Estrogenic 
Ointment. 
B. H. Wituiams and J. Cramm™ Jr., Scott and White 
Clinic, Temple, Texas. 
Gliomas of the Optic Nerves. 
H. W. Donce Jr., J. Grarron Love, W. McK. Craic, 
M. B. Docxerry, T. P. Kearns, C. B. Ho~tman, and 
A. B. Hayes, Mayo Clinic and Mayo Foundation, 
Rochester, Minn. 
Protein and Amino Acid Needs of Underweight Infants. 
ANTHONY A. ALBANFSE, REGINALD A. Hiccons, GERTRUDE 
M. Hype, and Louise Orto, Nutritional Research 
Laboratory, St. Luke’s Hospital, New York and St. 
Luke’s Convalescent Hospital, Greenwich, Conn. 


Section on Phvsical Medicine 


The representative to the Scientific Exhibit from the Section 
on Physical Medicine is Donatp A. CovaLtt, New York, N., Y. 
Rehabilitation in a Large Medically Directed Voluntary Nurs- 

ing Home. 

H. J. Benrenp and B. Brovorr, Beth Abraham Home, 
New York. 

Rehabilitation Aspects of Myopathies and Neuromyopathies. 

Greorce G. Deaver, Institute of Physical Medicine and 
Rehabilitation, New York University—Bellevue Medical 
Center, New York. 

Management of the Brain Damaged Patient. 

Jerome S. Tosts, Mitton LoweNTHAL, and Simon 

Marincer, New York Medical College, New York. 
Getting the Severely Handic:pped Back to Work. 

MieczysLaw Peszczynski, Highland View Hospital, Cleve- 
and. 

Electrovasography: Quantitative Diagnosis in Vascular Dis- 
orders. 

Lewis Conen, Alexander Blain and Sinai Hospitals, De- 
troit. 

[he Use of Adaptive Equipment to Achieve Vocational Goals. 

MILAND E. Knapp, M. ELtwoop Jr., DoucLas FEeN- 
DERSON, and Georce Jeys, Elizabeth Kenny Institute, 
Minneapolis. 

Brief Maximal Exercise: Effectiveness on the Strength of the 
driceps Femoris. 

Dona.p L. Rose, University of Kansas Medical Center, 
Kansas City, Kan.; SraNLey F. RapzyMinsk1, Veter- 
ans Administration Center, Wadsworth, Kan.; and 
Ravtpu R. Bearry, Veterans Administration Hospital, 
Kansas City, Mo. 

Integration of Speech Therapy in Expressive Aphasia. 
Henry V. More_tewicz, ANTHONY IANNONE, and CHARLES 


Eustace, University of Buffalo Chronic Disease Re- 
search Institute, Buffalo. 
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Rehabilitation of the Poliomyelitis Patient with Respiratory 
Paralysis. 


Leon Lewis, Geracp G, Hinscuserc, and J. P. ADAMSON, 
Poliomyelitis Respiratory and Rehabilitation Center, 
Fairmont Hospital, San Leandro, Calif. 

Industrial Amputee Rehabilitation. 

W. Scorr ALLAN, Liberty Mutual Insurance Company, 

Boston. 
Rx-Independence. 
SAMUEL S, SveRDLIK, St. Vincent’s Hospital, New York. 


Occupational Therapy. 
Dean W. Roserts, JAYNE SHovER, ELIZABETH WAGNER, 
and FLorENCE STATTEL, National Society for Crippled 
Children and Adults, Inc., Chicago. 
Rehabilitation in the Home. 
EvuGEeNE Moskowitz, New York University—Bellevue Medi- 
cal Center, New York. 
Total Management of Muscle Dysfunction. 
Harriet E, Gitterre, Physical Medicine and Rehabilita- 
tion Clinic, Atlanta, Ga. 
Orthethics for Function. 


Rosert L, Bennerr, Georgia Warm Springs Foundation, 
Warm Springs, Ga. 


Section on Preventive Medicine 


The representative to the Scientific Exhibit from the Section 
on Preventive Medicine is Paut A. Davis, Akron, Ohio. 


Current Concepts on the Etiology and Management of Athero- 
sclerosis. 
J. J. Van Gasse and R. F. Mitier, Jackson, Mich, 


Pneumoconiosis in the Diatomite Industry. 

W. Cooper and Lewis J. Occupational 
Health Program, U. S. Public Health Service, Cincin- 
nati. 

Polio’s Fellow Travelers. 

Tuomas M. Rivers, National Foundation for Infantile 
Paralysis, New York. 

The Epidemic Intelligence Service. 

Wituiam A, Donatp A, HENDERSON, and ALEX- 
ANDER D, Lanocaturrn, Communicable Disease Center, 
U. S. Public Health Service, Atlanta, Ga. 

Northward March of Yellow Fever. 

H. van Zite Hype, Public Health Service, Department of 
Health, Education and Welfare, and International 
Cooperation Administration, Washington, D. C. 

County Health Movement in Pennsylvania. 

Pasca F, Luccnest and Ropert L. RicHarps, Educational 
and Scientific Trust, Medical Society of the State of 
Pennsylvania, Harrisburg, Pa. 

Accidental Poisonings. 
Haroun JacoszinerR and Harry W. Raysin, Poison Con- 


trol Center, New York City Department of Health, 
New York. 


The Epidemiologist Looks at Cancer: An Approach to Cancer 

Prevention. 

Emerson Day, Ernest L, Wynper, WALTER E, O’Don- 
NELL, IRwin D. J. Bross, and ConstTaANce CornisH, 
Kettering Institute for Cancer Research of Memorial 
Center, New York. 

Cardiac Effects of Athletic Work Stress. 
J. W. Witce, Ohio State University, Columbus, Ohio. 


The Blood Bank: A Service to the Physician. 


WituiaM P, Murpny Jr., American Association of Blood 
Banks, Miami, Fla. 
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Section on Radiology 


The representative to the Scientific Exhibit from the Section 
on Radiology is Richarp H. CHAMBERLAIN, Philadelphia. 


The Art of Mold Technology in Radiation Treatment of Cancer. 

BERNARD Roswit, Sot M. Uncen, STANLEY J. MALsky, 

Cyprian B. Rew, and Louis MApDALONE, Veterans 
Administration Hospital, Bronx, N. Y. 


The Vaterian Segment: An Anatomic Roentgen Study. 
MAaAxweEL_ H. Poppet, G. JAcosson, and JEROME 
H. SuHapiro, New York University College of Medi- 
cine, Montefiore and Bellevue Hospitals, New York. 


Motor Phenomena in the Distal Esophagus: Diagnosis of Mini- 
mal Hiatal Herniation. 
Bernarp S. Wo ir, Ricuarp H. MarsHak, Max L, Som, 
and SigMuNpD A, BraHaAMs, the Mount Sinai Hospital, 
New York. 


Cerebral Angiography in Head Trauma: Report of 215 Cases. 
J. L. Lecer, C. Bertranp and M. Durresne, Notre Dame 
Hospital, Montreal, Canada. 


Patent Ductus Arteriosus: A Teaching Exhibit. 
Louis H. Friscue, T. Dorrer, Herpert E. 
Griswo_p, and Masao TaMak1, University of Oregon 
Medical School, Portland, Ore. 


Lobar Emphysema in the Young. 
EuGcENE F. Van Epps and Harry W., Fiscuenr, State Uni- 
versity of lowa College of Medicine, Iowa City. 
Pulmonary Alveolar Microlithiasis (Pulmonary Calcinosis). 
C, SosMAN, Boston, GERALD D. Dopp, Houston, 
Texas; W. Duane Jones, Ashland, Ky.; and GrorcEe 
U, Easton, Pa. 
Mediastinal Emphysema in Pediatric Roentgenology. 
Ricuarp F, McCvure, Children’s Hospital, Los Angeles. 


How Does Cancer Grow?—Pulmonary Metastases. 
V. P. Coxuins, P. Gisss, and I. Davi, Baylor University 
College of Medicine and Jefferson Davis Hospital, 
Houston, Texas. 


Coronary Arteriography: A New Technique 
Cuarces T. Dorrer and Louis H. Friscue, University of 
Oregon Medical School, Portland, Ore. 


Studies of Esophageal Varices Before and After Portocaval 
Shunts. 
Joun A. Evans and Mary ANN Payne, the New York 
Hospital—Cornell Medical Center, New York. 


Section on Surgery, General and Abdominal 


The representative to the Scientific Exhibit from the Section 
on Surgery, General and Abdominal is Joun H. MULHOLLAND, 
New York. 


Strictures of the Bile Duct. 


Ricuarp B, Carrett, KENNETH W. WARREN, and BENT- 
LEY P. Coicock, Lahey Clinic, Boston. 


Development of Proteolytic Enzyme for Surgical Debridement. 
JaMes F. ConNELL Jr., Louis Det Guercio, and Louis M. 
RousseLor, St. Vincents Hospital, New York; Joun 
HENDERSON, EUGENE GUAGHAN; and JoYCELYN Douc- 
LAs, Johnson & Johnson Research Foundation, New 
Brunswick, N. J.; and IRnwin Sizer, Massachusetts 

Institute of Technology, Cambridge, Mass. 


New and Improved Tidal Drainage Apparatus for the Urinary 
Bladder. 
Murray W. Serrcuix, JoHN L, SBARBARO, WILLIAM L. 
Martin, and ALEx W. Uuin, Hahnemann Medical 
College and Hospital, Philadelphia. 
Newer Methods in the Diagnosis of Hyperparathyroidism. 
Brock E. Brusu and Metvin A. Henry Ford Hos- 
pital, Detroit. 
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Production of Cirrhosis of the Liver in the Experimental Animal. 


Joun L. Mappen, Jonn M. Lore Jr., and WiLL1AM J. 
McCann, St. Clare’s Hospital, New York. 


Newer Concepts of Wound Healing. 

J. ENcLEBERT Dunpny, Louis N. Pernoxas, and Leon 
Epwarps, Harvard Medical School and Boston City 
Hospital, Boston. 

Carcinoma of the Esophagus and Cardia. 

Hersert D. Apams, Daviv P. Boyp, and Macnus I. 

SMEDAL, Lahey Clinic, Boston. 


Acute Cholecystitis. 


STANLEY O. Hoerr, W. V. Martinez, and A, A, Zava- 
LETA, Cleveland Clinic Foundation, Cleveland. 


Anatomical and Embryological Approach to the Surgical Treat- 
ment of Gastric Cancer. 
JosepH A. Visatui, Harotp A. Harper and H. J. 
McCork.e, University of California School of Medi- 
cine, San Francisco. 


Study of Timing of Tissue Transfer in Reconstructive Pro- 
cedures. 


F. S. HorrMeister, Roswell Park Memorial Institute, New 
York State Department of Health, Buffalo. 


The Relationship of Exophthalmos to Disorders of the Thyroid. 


Bart ett, St. Louis University School of Medi- 
cine, St. Louis. 


Reconstruction of the Upper Gastrointestinal Tract with Seg- 
ments of the Colon. 
Wituiam E. Nevitte and Georce H. A. CLowes Jpr., 
Western Reserve University College of Medicine at 
City Hospital, Cleveland. 


The Management of Bowel Evacuation in Surgical Patients. 
RoBERT TURELL, New York. 


Intestinal Obstruction: Tape Recordings of Peristaltic Sounds 
and Other Advances in the Diagnosis and Treatment. 
Joun W. Devine and Jonn W. Devine Jr., Lynchburg 

General Hospital, Lynchburg, Va. 


Heart Surgery. 
Dwicut Harken, Harrison Biack, WARREN J. Tay- 


Lor, WENDELL B. THROWER, and FRepERICK G. 
Panico, Peter Bent Brigham Hospital, Boston. 


Results of Major Arterial Grafting. 


A. W. Humpunigs, V. G. pEWo and F. A, LEFEvre, 
Cleveland Clinic, Cleveland. 


Induced Cardiac Arrest (Cardioplegia) in Open Heart Operations. 
Conrad THoMas GEOGHEGAN, CHARLES SER- 


GEANT, and Epwarp Green, Henry Ford Hospital, 
Detroit. 


Arterial Grafts: Factors Involved in Success or Failure. 
NorMAN ROSENBERG, JOHN HENDERSON, E. R. L. GAucu- 
RAN, GeorrreEY H. Lorp, and JoceLyN FIELDING 
Douce as, Middlesex General Hospital, St. Peters Gen- 
eral Hospital and Johnson & Johnson Research Foun- 
dation, New Brunswick, N. J. 


Portacaval Shunts for Portal Hypertension 1943-1957. 
ArtTHUR H, BLAKEMORE, ARTHUR B, VOORHEES JR., Har- 
G. Barker, REEMTsMA, and NATHAN 
Lamm, Columbia-Presbyterian Medical Center, New 
York, 


A New Method for Evaluating Portal Hypertension. 

Francis C, Jackson, Epwarp E, LoNGABAUGH, JOHN L. 
Happe., and Josepu J. Kuine, Veterans Administra- 
tion Hospital, and University of Pittsburgh School of 
Medicine, Pittsburgh. 

Clinical Appraisal of Direct Vision Intracardiac Surgery. 
~ Earve B. Kay, H. A, ZIMMERMAN, THOMAS MACKRELL, 
Joun MENDELSORN, and FREDERICK 
S. Cross, St. Vincent Charity Hospital, Cleveland. 


» 
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Problems in Vascular Surgery. 


HARWELL Wixson, Epwarp Storer and E, EvuGENE 
BramMuitt, University of Tennessee College of Medi- 
cine, Memphis, Tenn. 


The Direct (Open) Surgical Repair of Congenital and Acquired 
Intracardiac Malformations. 


C. W. Littene:, H. E. Warpven, R. A. DeEWALL, V. L. 
Gort, R. D. M. Conen, R. Reap, and 
R. L. Varco, University of Minnesota Medical School, 
Minneapolis. 


Section on Urology 


The representative to the Scientific Exhibit from the Section 
on Urology is Mitton M. Copian, Miami, Fla. There will be a 
general discussion of the urology exhibits at 2:30 p. m. Tues- 
day, Wednesday, and Thursday, in the exhibit area of the 
Section on Urology. 

Bladder Flat Ureteroplasty. 

K. O'Heeron, JAMes R. Fisn, Marvin G, Rape, 

and Newton F. McDonacp, Houston, Texas. 
Pediatric Urology. 

Sam G. Jameson, JAMeEs O. Cooper, and J. SCHULER 
Mckinney, E] Dorado, Ark, 

Experiences with Six Opaque Media in Intravenous Urography: 

Five Thousand Case Studies. 

Harry R. TRATTNER, ALBERT R. FLores, G. S. KrisHNa- 
MuRTI, and Fuap Bou.os, Cleveland City Hospital, 
Cleveland. 

Treatment of Adenocarcinoma of the Prostate. 

D. A. Cuip, R. H. Frocks, and J. R. Porto, State Uni- 

versity of lowa Hospitals, lowa City. 
New Concepts of the Structure of the Nephron. 
Hans Extas, the Chicago Medical School, Chicago. 


Hypogonadism in the Male. 
Artuur A. Roru, Western Reserve University, Cleveland 
City Hospital, and Mount Sinai Hospital, Cleveland. 
Renal Angiography: Indications and Experience with a Safe 
Technique. 
E. F. Poutasse, W. J. ENceL, and H. J. KLApprorn, 
Cleveland Clinic, Cleveland. 
Bladder Neck Obstruction in Infants. 
Joseph W. Hooper Jr. and R. Bryant Hare Jr., Babies 
Hospital, Wilmington, N. C. 
Regeneration of the Urinary Bladder. 
A. Warre Boune, Henry Ford Hospital, Detroit. 


A New Automatic Irrigator. 

Hu C. Myers and Ratpw McDaniets, Myers Clinic and 

Broaddus Hospital, Philippi, W. Va. 
Sex Chromatin in Sexual Anomalies. 

Joseru H. Krerer, IRA ROSENTHAL, EvizaABetTH McGrew, 
and I, Pat Bronstein, University of Illinois College 
of Medicine, Chicago. 

The Urogenital Sinus in Hermaphroditism. 
ALBERT J. Paquin, NATHANIEL Finsy, Davin Baker, and 


Joun Evans, the New York Hospital—Cornell Medical 
Center, New York. 


Mucoids in the Urinary Tract: A Histochemical Study in Nor- 
mal and Diseased States in Man. 

WiiLuiaM H. Boyce and NorMan M. SuLkin, the Bowman 
Gray School of Medicine, Wake Forest College, 
Winston-Salem, N. C. 

Retropubic Y-Plasty for Vesical Neck Obstruction. 

Tuomas J. Sinatra, State University of New York, Down- 

state Medical Center, Brooklyn, N. Y. 
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Treatment of Urinary Tract Infections with Antibiotics and 
a Sulfonamide. 


C. D. Creevy, University of Minnesota Medical School, 
Minneapolis. 

Uroflometric Observations of Women. 

Water P, Perer Jr. and Wittarp M. Drake Jr., the 
Cooper Hospital, Camden, N. J. 

Urinary Catecholamines: A Dependable Test for Pheochromocy- 
toma. 

MarceL GOLDENBERG, JoHN LatTiMerR, MEYER MELI- 
cow, and Georce Columbia University 
lege of Physicians and Surgeons, New York. 

The Electrourogram. 


ALFRED W. Kneucker, the Chicago Medical School, Chi- 
cago. 


Section on Miscellaneous Topics 
Gynecological Teaching Models Made with a Self Curing 

Acrylic. 

W. C. Keerrer, J. H. RANDALL, and V. VER Vals, 
State University of lowa College of Medicine, Iown 
City. 

The Functions of Medical Illustration for Psychiatry. 

W. HAMMERSLEY and H. CAMPBELL, 

Veterans Administration Hospital, Topeka, Kan. 
Undergraduate Teaching in Ophthalmology. 

RicHarp C, TrourMaAn and STANLEY MAsTERS, Stale 
University of New York, Down State Medical Center, 
Brooklyn, N. Y. 

Physicians and Schools: Health Appraisal of School Children. 

DonaLp A, DuKELOw, Frep V. Hern, and WALLACE 
Wes-ey, Bureau of Health Education, American Med- 
ical Association, Chicago. 

Headache: Practical Aspects. 

Henry D. Ocpen, Louisiana State University School o. 

Medicine, New Orleans. 
Pollen Identification Simplified. 
Oren C, Dunnam, WILLIAM J. Remo, and DanieL Lyncu, 
Abbott Laboratories, North Chicago, IIl. 
Gastrointestinal Allergy to Foods in Children. 
Joseru H. Fries, New Hyde Park, N. Y. 
The Professional Activity Study. 

Vercit N, Stee and Ropert G. HorrMANNn, Commission 
on Professional and Hospital Activities, Inc., Ann 
Arbor, Mich. 

National Board Examinations. 

Joun P. Husparp, National Board of Medical Examiners, 

Philadelphia. 
Medical Education. 

Epwarp L, Turner and CATHERINE Hayes, Council on 
Medical Education and Hospitals, American Medical 
Association, Chicago. 

The Importance of the Prescription. 

Rosert P. FiscHevis, American Pharmaceutical Association, 
Washington, D. 

University of Florida Health Center: An Integrated University 

Approach. 

Georce T. Harrevi, University of Florida College of 
Medicine, Gainesville, Fla. 

Driver Behavior: Schenectady Study. 


HERMAN E, New York State Department o: 
Health, Albany, N. Y. 


Educational Activities. 
Grorce W. STEPHENSON, American College of Surgeons, 
Chicago. 
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the TECHNICAL EXPOSITION 


A. M. A. ANNUAL MEETING 
June 3-7, 1957 New York Coliseum 


Columbus Circle, site of the Coliseum, is the exact center—the heart—of New York City. This June it will also 
be the heart of American medicine and exact center of interest for all of the medical world. 

All vital factors will converge at the A. M. A. Annual Meeting. Along with the stimulus of scientific study and 
the pulse of practice, physicians will find the “life blood” means of implementing everyday routine in the Tech- 
nical Exposition. Industry’s contribution to medicine will be summarized in its display of products and services 
representative of the very finest available. 

Among the hundreds of technical exhibits, the various components for treatment, study, office efficiency, and 
patient education will be presented in their most diversified and advanced forms. The men qualified to present 
them—leaders in the fields of pharmaceutical and nutritional research, equipment and instrument engineering, 
medical publishing, and specialized services—are planning carefully to serve the doctor in every way they can. 

Visitors will welcome the comforts of air conditioning, the cafeteria and conveniently located food service 
bars, and excellent transportation and parking facilities. Escalators off the center lobby will make it almost 
effortless to get around to all floors. The visiting physicians will certainly find it easier to make the rounds of 
everything an Annual Meeting has to offer. 

With all the conveniences of the Coliseum, you will have more time than ever to spend profitably. We hope 
every physician will add some of this extra time to his tours of the Technical Exposition. Representatives of the 
firms listed on the following pages are looking forward to your visits—anytime between 8:30 and 5:30, Monday 
through Thursday, and until noon Friday, June 7. 


Tuos. R. GARDINER 


Business Manager and Director of Technical Exhibits 
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Abbott Laboratories, North Chicago, Ill. 

Adolph's, Ltd., Los Angeles 

Air-Shields, Inc., Hatboro, Pa. 

Alcon Laboratories, Inc., Fort Worth, Texas 

Allergy-Free Products, Brooklyn, N. Y. 

Allison, W. D., Co., Indianapolis, Ind. 
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Ames Co., Inc., Elkhart, Ind. 
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Aveeno Corp., Now York 

Ayerst Laboratories, New York 

Babee-Tenda Corp., Cleveland 

Bauer & Black, Chicago 

Baum, W.A., Co., Inc., Long Island, N. Y. 


Bausch & Lomb Optical Co., Rochester, N. Y. 


Baxter Laboraiories, Inc., Morton Grove, Ill. 

Beck-Lee Corp., Chicago 

Becton, Dickin:on & Co., Rutherford, N. J. 

Bceber, J., Co., Inc., New York 

Bell & Howell Co., Chicago 

Berman Laboratories, Ozone Park, N. Y. 

Best Foods, Inc., The, New York 

Bib Corp., The, Lakeland, Fla. 

Bilhuber-Knoll Corp., Orange, N. J. 

Blair Laboratories, Inc., Short Hills, N. J. 

Bl akiston Division—McGraw-Hill Book Co., 
Inc., New York 

Borcherdt Co., Chicago 

Borden Co., The, New York 

Breck, John H., Inc., Springfield, Mass. 

Brewer & Co., Inc., Worcester, Mass. 

Bristol Laboratories, Inc., New York 

Bristol-Myers Producis Div., New York 

Burdick Corp., The, Milton, Wis. 

Burns Cuboid Co., Santa Ana, Calif. 

Burroughs Wellcome & Co. (U.S. A.) Inc., 
Tuckahoe, N. Y. 

Calgon, Inc., Pittsburgh 

Cambridge Instrument Co., Inc., New York 

Cameron Surgical Specialty Co., Chicago 

Camp, S. H., & Co., Jackson, Mich. 

Canada Dry Ginger Ale., Inc., New York 

Carnation Co., Los Angeles 

Castle, Wilmot, Co., Rochester, N. Y. 

Charma Brassiere Co., Inc., New York 
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Chattanoogo Pharmacal Co., Inc., 
Chattanooga, Tenn. 

Chicago Pharmacal Co., Chicago 

Chicago Reference Book Co., Chicago 

Chilean lodine Educational Bureau, Inc., 
New York 

Christian Medical Society, Chicago 

Chrysler Corp., Chrysler Div., Detroit 

Church & Dwight Co., Inc., New York 

Ciba Pharmaceutical Products, Inc., 
Summit, N. J. 

Clark-O'Neill, Inc., New York 

Clersite Co., Chicago 

Coca-Cola Co., The, Atlanta, Ga. 

P. F. Collier & Son Corp., New York 

Collins, Warren E., Inc., Boston 

Colwell Publishing Co., Champaign, Ill. 

Compass Travel Bureau, Inc., New York 

Coreco Research Corp., New York 

Corn Products Sales Co., New York 

Cream of Wheat Corp., The, Minneapolis 

Curvlite Surgical Products (Div. Mastercraft 
Plastics, Inc), Jamaica, N. 

Cutter Laboratories, Berkeley, Calif. 

Davies, Rose & Co., Ltd., Boston 

Davis, F. A., Co., Philadelphia 

Davol Rubber Co., Providence, R. |. 

Day's, Mrs., Ideal Baby Shoe Co., 
Danvers, Mass. 

Detecto Scales, Inc., Brooklyn, N. Y. 

Devereux Schools, Devon, Pa. 

DeVilbiss Co., The, Somerset, Pa. 

Dictaphone Corp., New York 

Dietene Co., The, Minneapolis 

Doak Pharmacal Co., New York 

Doho Chemical Corp., New York 

Dome Chemicals, Inc., New York 


Duke Laboratories, Inc., South Norwalk, Conn. 


du Pont de Nemours, E. I., and Co., Inc., 
Wilmington, Del. 

Eastman Kodak Co., Rochester, N. Y. 

Eaton Laboratories, Norwich, N. Y. 

Edin Co., Inc., Worcester, Mass. 

Edison, Thomas A., Industries of McGraw- 
Edison Co., West Orange, N. J. 

Edwards Shoes, Inc., Philadelphia 

Eisele & Co., Nashville, Tenn. 

Elder, Paul B., Co., Bryan, Ohio 

Electrodyne Co., Inc., Norwood, Mass. 

Electro-Therapeutic Instrument Co., 
Broadview, Ill. 

Emerson, J. H., Co., Cambridge, Mass. 

Encyclopaedia Britannica, New York 


Encyclopedia Americana, Grand Rapids, Mich. 


Endo Laboratories, Inc., Richmond Hill, N. Y. 

Essential Electronics Corp., Cleveland 

Ethicon-Fenwal, Somerville, N. J. 

Ethicon, Inc., Somerville, N. J. 

Everest & Jennings, Inc., Los Angeles 

Evron Co., Inc., The, Chicago 

Fazio, Thomas, Laboratories, 
Auburndale, Mass. 

Federation of Catholic Physicians’ Guilds, 
St. Louis 

Fellows Medical Mfg. Co., Inc., New York 

Feit & Tarrant Mfg. Co., Chicago 

Field Enterprises, Inc., Educational Division, 
Chicago 


Fischer, H. G., & Co., Franklin Park, Ill. 

Fisher-Stevens, Inc., Clifton, N. J. 

Fleet, C. B., Co., Inc., Lynchburg, Va. 

Foregger Co., Inc., The, New York 

Fougera, E., & Co., Inc., New York 

Geigy Pharmaceuticals, Div. of Geigy 
Chemical Corp., Yonkers, N. Y. 

General Electric Co. (Major Appliance Div.), 
Louisville, Ky. 

General Electric Co. (X-Ray Department), 
Milwaukee 

General Foods Corp., White Plains, N. Y. 

Gerber Products Co., Fremont, Mich. 

Geriatric Pharmaceutical Corp., 
Bellerose, L. |., N. Y. 

Gordon, M. J., Consultants, New York 

Graf-Apsco Co., The, Chicago 

Grand Central Camera Exchange, Inc., 
New York 

Gray Manufacturing Co., New York 

Gray Pharmaceutical Co., Inc., 
Newton, Mass. 

Grolier Society, Inc., New York 

Grune & Stratton, Inc., New York 

Hamilton Mfg. Co., Two Rivers, Wis. 

Hanovia Chemical & Manufacturing Co., 
Newark, N. J. 

Health Insurance Council, New York 

Heinz, H. J., Co., Pittsburgh 

Heitz, Karl, Inc., New York 

Hoeber, Paul B., Inc. (Medical Book Dept. 
of Harpers & Bros.), New York 

Hoffmann-LaRoche, Inc., Nutley, N. J. 

Holland-Rantos Co., Inc., New York 

Hollister-Stier Laboratories, Philadelphia 

Homemakers’ Products Corp., New York 

identical Form, Inc., New York 

Ille Llec.ric Corp., Freeport, L. I., 

International Business Machines Corp., 
New York 

International College of Surgeons, Chicago 

International Medical Research Corp., 
New York 

International Syringe Corp., Los Angeles 

Ivanhoe Enterprises, Inc., Hempstead, N. Y. 

lves-Cameron Co., Div. American Home 
Products, Philadelphia 

Jackson-Mitchell Pharmaceuticals, Inc., 
Culver City, Calif. 

Jacuzzi Bros., Inc., St. Louis 

Johnson & Johnson, New Brunswick, N. J. 

Jones, Jesse, Box Corp., Philadelphia 

Jones Metabolism Equipment Co., Inc., 
Chicago 

Kadan, D. A., Co., Yonkers, N. Y. 

Keeler Optical Products, Philadelphia 

Kellogg Co., Battle Creek, Mich. 

Key Corp., New York 

Kiddie Mfg. Co., Bloomfield, N. J. 

Knox, Charles B., Gelatine Co., 
Johnstown, N. Y. 

Kremers-Urban Co., Milwaukee 

Lafayette Pharmacal, Inc., Chicago 

Lakeside Laboratories, Inc., Milwaukee 

Lea & Febiger, Philadelphia 

Lederle Laboratories Div., American 
Cyanamid Co., Pearl River, N. Y. 
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Leeming, Thos., & Co., Inc., New York 

Liberty Protective Leathers, Inc., 
Gloversville, N. Y. 

Liebel-Flarsheim Co., The, Cincinnati 

Lilly, Eli, & Co., Indianapolis 

Lincoln Laboratories, Inc., Decatur, Ill. 

Linde Air Products Co., Div. of Union 
Carbide & Carbon Corp., New York 

Lippincott, 5. B., Co., Philadelphia 

Little, Brown & Co., Boston 

Lloyd Bros, Inc., Cincinnati 

Loma Linda Food Co., Arlington, Calif. 

Long Island Engraving Co., The, 
College Point, N. Y. 

Luzier's, Inc., Kansas City, Mo. 

M.D. Publications, Inc., New York 

Machlett Laboratories, Inc., Springdale, Conn. 

Macmillan Co., The, New York 

Macy, Jr., Josiah, Foundation, New York 

Maico Co., Inc., The, Minneapolis 

Mallinckrodt Chemical Works, St. Louis 

Maltbie Laboratories, Div. Wallace & 
Tiernan, Inc., Belleville, N. J. 

Manhattan Uniform Co., Chicago 

Marcelle Cosmetics, Inc., Chicago 

Mark Co., Randolph, Mass. 

Massachusetts Indemnity and Life Insurance 
Co., Boston 

Massengill, S. E., Co., The, Bristol, Tenn. 

Mattern X-Ray Div., Land-Air, Inc., Chicago 

McCarty's, Inc., Oakland, Calif. 

McKesson Appliance Co., Toledo, Ohio 

McNeil Laboratories, inc., Philadelphia 

Mead Johnson & Co., Evansville, Ind. 

Medco Products Co., Inc., Tulsa, Okla. 

Medical Bureau, The, Chicago 

Medical Case History Bureau, New York 

Medical Dental Photo Co., Levittown, N. Y. 

Medical Fabrics Co., Inc., Paterson, N. J. 

Medical Film Guild, New York 

Mennen Co., The, Morristown, N. J. 

Merck & Co., Inc., Rahway, N. J. 

Merck Sharp & Dohme, Div. of Merck & Co., 
Inc., Philadelphia 

Merrell, Wm. S., Co., Cincinnati 

Merrill Lynch, Pierce, Fenner & Beane, 
New York 

Miles Laboratories, Inc., Elkhart, Ind. 

Miles Reproducer Co., New York 

Milex of New York, Long Island City, N. Y. 

Miller Surgical Co., Chicago 

Monaghan, J. J., Co., Inc., Denver 

Mosby, C. V., Co., The, St. Louis 

Mutual of Omaha, Omaha 

NRD Instrument Co., St. Louis 

National Biological Laboratories, 
Falls Church, Va. 

National Brands Div. of Sterling Drug, Inc., 
New York 

National Dairy Council, Chicago 

National Drug Co., The, Philadelphia 

National Electric Instrument Co., Inc., 
Elmhurst, N. Y. 

National Live Stock and Meat Board, Chicago 

Natural-Brest Co., New York 

Nepera Chemical Co., Inc., Yonkers, N. Y. 


New England Journal of Medicine, Boston 

New York Medical Exchange, New York 

New York State Journal of Medicine, New York 

Nordmark Pharmaceutical Laboratories, Inc. 
Irvington, N. J. 

North American Philips Co., Inc., Mt. Vernon, 
N.Y 


Nursmatic Corp., Chicago 

NuVogue Creations, Cleveland 

Obrig Laboratories, Inc., New York 

Ohio Chemical and Surgical Equipment Co., 
Madison, Wis. 

O'Leary, Lydia, Inc., New York 

Organon, Inc., Orange, N. J. 

Ortho Pharmaceutical Corp., Raritan, N. J. 

Otarion, Inc., Dobbs Ferry, N. Y. 

Oxford University Press, Inc., New York 

Parke, Davis & Co., Detroit 

Patch, E. L., Co., The, Stoneham, Mass. 

Pelton & Crane Co., The, Charlotte, N. C. 

Pepperidge Farm, Inc., Norwalk, Conn. 

Pepsi-Cola Co., New York 

Pet Milk Co., St. Louis 

Pfizer Laboratories, Brooklyn, N. Y. 


Pharmacia Laboratories, Inc., Rochester, Minn. 


Pharmaseal Laboratories, Glendale, Calif. 
Picker X-Ray Corp., White Plains, N. Y. 
Pitman-Moore Co., Indianapolis 
Plough, Inc., Memphis, Tenn. 
Postgraduate Medicine, Minneapolis 
Premo Pharmaceutical Laboratories, Inc., 
South Hackensack, N. J. 
Prior, W. F., Co., Inc., Hagerstown, Md. 
Procter & Gamble Co., The, Cincinnati 
Professional Printing Co., Inc., 
New Hyde Park, L. I., N. Y. 
Profexray, Inc., Maywood, Ill. 


Propper Mfg. Co., Inc., Long Island City, N. Y. 


Publishers’ Authorized Bindery Service, 
Chicago 
Purdue Frederick Co., The, New York 
Puritan Compressed Gas Corp., 
Kansas City, Mo. 
Pyramid Rubber Co., The, Ravenna, Ohio 
Radium Chemical Co., Inc., New York 
Ralston Purina Co., St. Louis 
Raytheon Mfg. Co., Waltham, Mass. 
Reed & Carnrick, Jersey City, N. J. 
Resident Physician, Manhasset, N. Y. 
Revlon, Inc., New York 
Rexall Drug Co., Los Angeles 
Riker Laboratories, Inc., Los Angeles 
Ritter Co., Inc., Rochester, N. Y. 
Robins, A. H., Co., Inc., Richmond, Va. 
Roerig, J. B., & Co., Chicago 
Rorer, William H., Inc., Philadelphia 
Ross Laboratories, Columbus, Ohio 
Rystan Co., Mt. Vernon, N. Y. 
Sanborn Co., Waltham, Mass. 
Sandoz Pharmaceuticals, East Hanover, N. J. 
Saratoga Springs Authority, 
Saratoga Springs, N. Y. 
Saunders, W. B., Co., Philadelphia 
Schenley Laboratories, New York 
Schering Corp., Bloomfield, N. J. 
Schieffelin & Co., New York 
Schmid, Julius, Inc., New York 
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Scholl Mfg. Co., Inc., The, Chicago 
Sealy, Inc., Chicago 
Searle, G. D., & Co., Chicago 
Seven-Up Co., The, St. Louis 
Shampaine Co., St. Louis 
Shay Medical Agency, Chicago 
Shelley Dental Mfg. Co. 
Simmons Co., Chicago 
Smith, Kline & French Laboratories, 
Philadelphia 
SoundScriber Corp., The, New Haven, Conn. 
Spindler & Sauppe, Los Angeles 
Squibb, E. R., & Sons, New York 
Standard X-Ray Co., Chicago 
Stanton Scientific Equipment Co., 
Glendale, Calif. 
State Medical Journal Advertising Bureau, Inc., 
Chicago 
Stephenson Corp., Red Bank, N. J. 
Storck Pharmaceuticals, St. Louis 
Strasenburgh, R. J., Co., Rochester, N. Y. 
Stuart Co., The, Pasadena, Calif. 
Sturgis-Grant Productions, Inc., New York 
Sunkist Growers, Los Angeles 
Swift & Co., Chicago 
Tampax Incorporated, New York 
Taylor Instrument Companies, Rochester, N. Y. 
Teca Corp., White Plains, N. Y. 
Telephone Answering Service, Canton, Ohio 
Testagar & Co., Inc., Detroit 
Thomas, Charles C Publisher, Springfield, Ill. 
Times Facsimile Corp., New York 
Training School at Vineland, The, 
Vineland, N. J. 
Tru-Eze Mfg. Co., Inc., Burbank, Calif. 
Tutag, S. J., & Co., Detroit 
U. M. A., Inc., New York 
U. S. Vitamin Corp., New Yor! 
Universal X-Ray Products, Inc., Chicago 
Upjohn Co., The, Kalamazoo, Mich. 
Walgreen Co., Chicago 
Walker Laboratories, Inc., Mt. Vernon, N. Y. 
Wallace Laboratories, Div. of Carter Products, 
Inc., New Brunswick, N. J. 
Walton Laboratories, Inc., Irvington, N. J. 
Warner-Chilcott Laboratories, 
Morris Plains, N. J. 
Welch Allyn, Inc., Skaneateles Falls, N. Y. 
Westinghouse Electric Corp. (X-Ray Dept.), 
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Westwood Pharmaceuticals, Div. of Foster- 
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White Laboratories, Inc., Kenilworth, N. J. 
Williams & Wilkins Co., The, Baltimore 
Winthrop Laboratories, Inc., New York 
Wolf X-Ray Products, Inc., Brooklyn, N. Y. 
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World Medical Association, The, New York 
Wyeth Laboratories, Philadelphia 
Year Book Publishers, Ing., The, Chicago 
Yorke Publishing Co., Inc., The, New York 
Young, F. E., & Co., Chicago 
Zeiss, Carl, Inc., New York 
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Chicago 
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ORGANIZATION SECTION 


CIVIL DEFENSE RESEARCH PROJECT 


The Board of Trustees recently authorized the 
A. M. A. Council on National Defense to go ahead 
with a research project proposed by the Federal 
Civil Defense Administration to study the best meth- 
od of providing medical care to the surviving popu- 
lation—casualty and noncasualty—in the event of an 
enemy attack. Plans for such an exhaustive study 
are now under way, and Council Secretary Frank W. 
Barton estimates that the project will require 12 to 
15 months to complete. The cost, estimated at $150,- 
000, will be financed by the Federal Civil Defense 
Administration. 

The Trustees looked with favor on the study be- 
cause they felt that physicians would carry the pri- 
mary burden and final responsibility for providing 
medical care for the American people in the event of 
a national emergency. 

In explaining the project to the Board, Mr. Barton 
said that a special committee, under the direction of 
the Council, will be responsible for the establishment, 
planning, and direction of the study. Membership 
will consist of two members of the Council on Na- 
tional Defense, two from the Council on Medical 
Service, and two physicians, who will be selected 
from the geographical area in which a field study will 
be made. Representatives of the Federal Civil De- 
fense Administration, the U. S. Public Health Service, 
and national health and medical organizations will 
assist the six-member committee. 

The committee members will be named early in 
April during the regular meetings of the Council on 
National Detense and the Council on Medical Service. 
The committee will then meet with Civil Defense 
Administration officials in Battle Creek, Mich., for 
briefing purposes and also to select the metropolitan 


area to be studied. Later, the state and local medical 
societies in that area will be asked to name two local 
physicians who will also serve on the committee. 


CONFERENCE ON DEPENDENTS’ 
MEDICAL CARE 


Officials of the American Medical Association and 
the executive director of the office for dependents’ 
medical care met recently in Washington, D. C., to 
discuss progress on the medical care program for de- 
pendents. In attendance at the conference were (left 
to right) Dr. Hugh H. Hussey, Dr. Joseph D. Me- 
Carthy, Major Gen. Paul I. Robinson, Dr. Edwin S. 
Hamilton, and Dr. James R. Reuling. Dr. McCarthy 
is Chairman of the Council on Medical Service, 
A. M. A., while Drs. Hussey, Hamilton, and Reuling 
are on the A. M. A. Board of Trustees. 


Conference on Dependents’ Medical Care. 


COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


POSTGRADUATE COURSES 


The following postgraduate courses, not previously 
listed in THe JouRNAL, have been reported to the 
Council: 

The University of Oregon Medical School, Portland, 
will offer a 24-day 18-hour continuous course in pedi- 
atrics, May 6-8, 1957, for physicians in general practice 
and in part-time specialty practice. Educational meth- 
ods will include patient demonstrations and ward 
rounds, live clinics, laboratory work, seminar and panel 
discucsions, lecture, open question periods, and visual 
aids. Fee $25. 

May 20-24, 1957, the University of Oregon Medical 
School will offer a 5-day 35-hour concentrated course 
in electrocardiography for physicians in general prac- 
tice and in part-time specialty practice. In addition to 
educational methods mentioned above, enrolled physi- 
cians will have an opportunity to practice interpreting 
electrocardiograms. Fee $50. Write to Dr. Charles N. 


Holman, Medical Director and Professor of Medicine 
at the school, 3181 S. W. Sam Jackson Park Rd., 
Portland, Ore. 

A 2-day 14-hour postgraduate course in otolaryn- 
gology for physicians in general practice will be given 
May 24-25, 1957, at the University of California Medi- 
cal Center Hospital, San Francisco. New techniques 
and drugs as well as surgical progress will be re- 
viewed by lectures, symposiums, question-and-answer 
sessions, live clinics, and operative clinics for small 
groups of the enrollees. Instructors are all members of 
the faculties of the University of California schools of 
medicine or dentistry. H. C. Moffitt Hospital, Chil- 
dren’s Hospital, and Hahnemann Hospital are co- 
operating in providing facilities for the operative 
sessions. Fee $40. Write to Dr. Seymour M. Farber, 
Head of Medical Extension, University of California 
Medical Center, San Francisco 22. 


_ 
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MEDICAL NEWS 


CALIFORNIA 


Meeting on Arthritis and Rheumatic Disorders.—At a 
meeting of the Northern California Chapter of the Ar- 
thritis and Rheumatism Foundation in cooperation 
with the University of California School of Medicine 
and Medical Extension on May 16-17, in Classroom F, 
University of California Hospital, Third and Parnassus 
avenues, San Francisco, the guest lecturers will be Dr. 
Leon Sokoloff, National Institutes of Health, Bethesda, 
Md.; Dr. Charles A. Ragan Jr., associate professor of 
medicine, Columbia University College of Physicians 
and Surgeons, New York City; and Dr. Russell L. Cecil, 
director, Arthritis and Rheumatism Foundation, New 
York. Informal panel discussions are planned, and 
question-and-answer periods also are planned. In- 
formation may be obtained from Dr. Seymour M. 
Farber, Head of Medical Extension, University of Calli- 
fornia Medical Center, San Francisco 22. 


GEORGIA 


Appoint Medical Director of Heart Association.—Dr. 
Eugene B. Ferris, formerly chairman department of 
medicine, Emory University School of Medicine, At- 
lanta, has been appointed medical director of the 
American Heart Association, of which he is a past 
vice-president. Dr. Ferris formerly served also as pro- 
fessor of medicine at the University of Cincinnati 
College of Medicine. His earlier activities included the 
editorship of the American Journal of Clinical Investi- 
gation and the presidencies of the American Society 
for Clinical Investigation and the American Psychoso- 
matic Society. 


INDIANA 


Appoint Chairman of Department.—Dr. William M. M. 
Kirby has been appointed chairman of the department 
of medicine, Indiana University School of Medicine. 
A member of the faculty of the University of Washing- 
ton School of Medicine, Seattle, for the last eight years, 
Dr. Kirby will fill the vacancy created by the retirement 
of Dr. James O. Ritchey at the statutory age limit of 65. 
Dr. Ritchey, however, will continue as a member of 
the faculty. Dr. Kirby became associate professor at 
the University of Washington in 1949 and was named 
full professor of medicine in 1955. 


MARYLAND 


Arthritis Clinics on Fridays.—The first Friday of every 
month, at 11:00 a. m., the Maryland Chapter of the 
Arthritis and Rheumatism Foundation conducts an 
arthritis clinic at the Baltimore League for Crippled 
Children and Adults, 827 St. Paul St., Baltimore. All 
Maryland doctors are invited to refer to this clinic any 
of their patients who are suffering from arthritis and 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


rheumatism. Patients will receive no treatment but will 
be examined by members of the chapter’s medical 
committee and a report sent to the referring physicians 
proposing a treatment program. There is no charge for 
this service. Telephone: Lexington 9-3087. 


MICHIGAN 


Annual Clinic Day in Lansing.—The 29th annual “May 

Clinic Day” sponsored by the Ingham County Medical 

Society will be held May 2 at the Olds Hotel, in Lan- 

sing. Dr. C. Walton Lillehei, professor of surgery, 

University of Minnesota Medical School, Minneapolis, 

will speak on “Cardiac Surgery.” Afternoon papers and 

speakers include: 

Depressive Reactions, Franklin G. Ebaugh, clinical professor of 
psychiatry, University of Colorado School of Medicine, 
Denver. 

Hypothyroidism and Hypometabolism, Laurence H. Kyle, as- 
sociate professor of medicine, Georgetown University School 
of Medicine, Washington, D. C. 

Surgical Emergencies in the Newborn, Willis J. Potts, professor 
of surgery, Northwestern University Medical School, Chicago. 

Recent Developments of New Radioisotope Techniques for 
Measuring Liver and Kidney Functions, George V. Taplin, 
research physician, Atomic Energy Project, University of 
California, Los Angeles. 


MINNESOTA 


State Medical Meeting.—The 104th annual meeting of 
the Minnesota Medical Association will be held May 
13-15 at the St. Paul Municipal Auditorium, St. Paul. 
The program includes panel discussions on “Heart Dis- 
ease in Pregnancy, “The Acute Abdomen,” “Palliative 
Treatment of Cancer,” and “Management of Acute 
Injuries.” Round-table luncheons, question-and-answer 
periods, and special dinners are also planned. The 
Russell D. Carman Memorial Lecture will be given 
by Prof. Dr. Hans-Heinrich Berg, Hamburg, Germany. 
Speaker at the annual banquet, May 14, will be Rear 
Admiral Hyman G. Rickover, Washington, D. C. 


NEW JERSEY 


State Medical Meeting.—The 191st annual meeting of 
the Medical Society of New Jersey will be held April 
27-May 1, at the Haddon Hall, Atlantic City. The gen- 
eral session will include a forum on medical-legal 
testimony. A session on mental health will feature a 
film, “The General Practitioner in Psychiatry.” A sym- 
posium on severe visual disability will be moderated 
by Dr. John Scillieri, Paterson. A clinical pathological 
conference moderated by Dr. George L. Erdman, 
Summit, scientific exhibits, and a dinner dance are also 
scheduled. Topics by out-of-state speakers include: 


Management of Wasp Allergy, Mary E. H. Loveless, associate 
professor of clinical medicine, Cornell University Medical 
College, New York City. 

Surgical Treatment for Intercardian Defects, Henry T. Bahnson, 
associate professor of surgery, Johns Hopkins University 
School of Medicine, Baltimore. 

Geriatric Dermatology, Leslie Nicholas, associate professor of 
dermatology, Hahnemann Medical College and Hospital of 
Philadelphia, Philadelphia. 


» 
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Treatment of Thyroid Disease, Martin Perlmutter, chief, en- 
docrinology clinic, Maimonides Hospital, Brooklyn. 

Metabolism and Bone Disease (Except Hyperparathyroid Dis- 
ease) Isidore Snapper, New York City, director, Department 
of Medicine and Medical Education, Beth-E] Hospital, Brock- 
lyn. 


For information write Medical Society of New Jer- 
sey, 315 W. State St., Trenton 8. 


NEW YORK 


Institute on Correctional Psychiatry.—A joint institute 
on correctional psychiatry and group counseling will be 
held by the New York State Departments of Mental 
Hygiene and Correction at Hudson River State Hospi- 
tal, Poughkeepsie, May 20-24. The discussions will 
take up the theories of criminal responsibility, preser- 
vation of inmates’ confidence, the function of special 
examinations, correct use of observation, and the role 
of psychiatric diagnosis in modern correctional study 
and rehabilitation. A unique feature of the program 
will be a discussion and demonstration of group coun- 
seling methods in a prison setting by Norman Fenton, 
Ph.D., deputy director, classification and treatment, 
C>lifornia Department of Correction. For information 
call Mrs. Margaret M. Farrar, Albany 5-7317, ext. 4. 


New York City 


University News.—Dr. Dana W. Atchley will deliver 
the annual Phi Lambda Kappa Lecture of the New 
York University College of Medicine at 4.30 p. m. 
April 30, in the Amphitheatre, Bellevue Psychiatric 
Hospital, 30th Street near First Avenue, on “Science in 
Medical Education.” Dr. Atchley is professor of clini- 
cal medicine at the College of Physicians and Sur- 
geons, Columbia-Presbyterian Medical Center. 


Personal.—Dr. Frederick S. Reiss, associate clinical 
professor of dermatology and syphilology, New York 
University Postgraduate Medical School, New York 
City, was “Visiting Chief Pro Tem” at the Atlantic City 
Hospital, Atlantic City, N. J., Jan. 20-27. 


OREGON 


Avvoint Dr. Holman Associate Dean.—The appoint- 
ment of Dr. Charles N. Holman as associate dean of 
the University of Oregon Medical School, Portland, 
has been announced. He will continue to serve as med- 
ical director and administrator of the school’s hospitals 
and clinics and as administrator of the medical school 
hospital. Dr. Holman is the first associate dean to be 
appointed at the institution since Dr. David W. E. 
Baird Jr. assumed that title in 1937. He is currently 
serving on executive boards of the Oregon Division of 
the American Cancer Society and the Oregon Tuber- 
culosis and Health Association. 


PENNSYLVANIA 

Philadelphia 

Open Vertigo Clinic.—The department of otorhinology, 
Temple University Medical Center, Philadelphia, has 
announced the opening of a special clinic for the study 
of the problems of the labyrinth, or internal ear. “The 
Vertigo Clinic” will be held each Tuesday and Wednes- 
day at 1:30 p. m. in the Ear, Nost and Throat Clinic 
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in the new outpatient building. Patients may be re- 
ferred by family physicians, otologists, and other prac- 
titioners. Complete survey of the patient will be made 
with appropriate hearing and labyrinthine studies, and 


the report will be returned to the referring physician. . 


Personal.—Dr. John J. Hanlon resigned as chief, Public 
Health Division, International Cooperation Adminis- 
tration (Point Four), Washington, D. C., to accept the 
post of director of public health services, Philadelphia, 
as of April 1. He will also serve as professor of public 
health and preventive medicine at the Temple Univer- 
sity School of Medicine, Philadelphia. 


WISCONSIN 


Eben J. Carey Memorial Lecture.—The Alpha Lambda 
Chapter of the Phi Delta Epsilon Fraternity at Mar- 
quette University School of Medicine, Milwaukee, will 
hold its 10th annual Eben J. Carey Memorial Lecture 
April 24, when Dr. Randall G. Sprague, Mayo Clinic, 
Rochester, Minn., will discuss “Progress in the Study of 
Cushing's Syndrome.” 


GENERAL 


Congress of Physical Medicine and Rehabilitation.— 
The Midwestern section of the American Congress of 
Physical Medicine and Rehabilitation will be held in 
Rochester, Minn., May 3-4. There will be a scientific 
session as well as tours of the various facilities in the 
clinic. For information write Dr. Gordon M. Martin, 
Section of Physical Medicine and Rehabilitation, Mayo 
Clinic, Rochester, Minn. 


Overseas Activities of American Universities.—A study 
of the numerous overseas activities of American uni- 
versities will be conducted by Michigan State Univer- 
sitv, East Lansing, with a grant of $268,400 from Car- 
negie Corporation of New York. The study, to be 
conducted under the leadership of Edward W. Weid- 
ner, Ph.D., head of the political science department, 
will seek to appraise these activities and to identify the 
most promising lines for future development. 


\Ieeting on Sports Medicine in New York.—The fourth 
annual meeting of the American College of Sports 
Medicine will be held at the Hotel Barbizon-Plaza, 
New York City, June 7-8. A panel discussion, “Exercise 
in Health and Disease,” is featured. Open discussions 
will follow the reading of the prepared papers. Speaker 
at the dinner will be Shane MacCarthy, executive di- 
rector, President's Council on Youth Fitness. Chairman 
of committee for arrangements is Raymond A. Weiss, 
associate professor of Education, School of Education, 
New York University. 


International Conference on Audiology.—An_Inter- 
national Conference on Audiology will be held at the 
Chase Hotel, St. Louis, May 13-16. The following 
topics will be discussed: the assessment of auditory 
function, the physiology of audition, and the relation 
of hearing loss to noise exposure. There will be a nom- 
inal registration fee, not yet determined. The confer- 
ence is being partly supported by a grant from the 
National Science Foundation to the Central Institute 
for the Deaf. For information write S. R. Silverman, 
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Chairman, International Conference on Audiology, 
Central Institute for the Deaf, 818 South Kingshiway, 
St. Louis, 10. 


International Congress of Otolaryngology.—The sixth 
International Congress of Otolaryngology will be held 
May 5-10 in the Hotel Statler, Washington, D. C. A 
special session on “Chronic Suppuration of the Tem- 
poral Bone” will be conducted by Dr. Marcus Diam- 
ant, Halmstad, Sweden; Prof. Luzius Riiedi, Ziirich, 
Switzerland; and Prof. Horst Wullstein, Wiirzburg, 
Germany. Besides the five general sessions, three film 
sessions and sight-seeing and medical tours to nearby 
medical and health centers are planned. Papers at the 
general sessions will be given in German, French, 
Spanish, or English. Entertainment features include a 
reception and tour of the international galleries of art 
and a concert in Constitution Hall. The grand banquet 
will be held in the Presidential Ballroom, May 9. Infor- 
mation may be obtained from the International Con- 
gress of Otolaryngology, General Secretary, 700 N. 
Michigan Ave., Chicago, 11. 


Announce Research Fellowships._The Lederle Lab- 
oratories Division of the American Cyanamid Com- 
pany announces that it is making available to medical 
schools throughout the United States and Canada 
Lederle medical student research fellowships for the 
year 1957. The fellowships, in amounts not exceeding 
$600 a year for any one individual, are intended to 
assist students who desire to devote their summer va- 
cations to research in the basic (preclinical) medical 
sciences. Applicants must be of good scholastic stand- 
ing and have the consent of the faculty member under 
whose supervision their research is to be conducted. 
Selection of students to receive such awards will be 
made by the dean of the medical school, or by the 
committee charged with such selections. For informa- 
tion write: Lederle Laboratories Division, American 
Cyanamid Company, Pearl River, N. Y. 


New England Rural Health Conference.—The second 
annual New England Rural Health Conference will be 
held April 25 at the Congregational Christian Confer- 
ence Center, Pembroke, N. H. There is no registration 
fee. A special discussion, “Meeting Health Needs in 
New England,” will be moderated by Dr. Leon R. 
Lezer, University of Vermont College of Medicine, 
Burlington, Vt. The program includes “Prepayment of 
Medical Care” by Dr. Franz Goldman, Boston, associate 
professor of medical care, Harvard University School 
of Public Health, Boston, and two reports on aging: 
the medical aspects by Dr. Robert P. Smith, staff, Bish- 
op DeGoesbrian Hospital, Burlington, Vt.; and the 
nursing aspects by Muriel Bigelow, R. N., South Paris, 
Me. Information and luncheon reservations ($1.75) 
may be obtained from the New Hampshire Medical 
Society, 18 School St., Concord, N. H. (Telephone: 
Capitol 4-1909). 


Bacteriologists Meet in Detroit—The 57th general 
meeting of the Society of American Bacteriologists will 
be held April 28-May 2. The scientific session will be 
held in the Sheraton-Cadillac and Statler hotels in De- 
troit. Program sessions are given under five divisions: 
medical, general, physiological, agricultural and indus- 
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trial, and public health. A special lecture, “The Science 
of the Interrelation Between Food and Micro-organ- 
isms,” will be given by D. A. A. Mossel, Utrecht, The 
Netherlands. Some 200 papers will be presented by 
foreign and American authors. Symposiums, motion 
picture sessions, exhibits, special tours, and a panel 
discussion on antiseptic and disinfectant testing are 
scheduled. The annual banquet will be held in the 
Sheraton-Cadillac ballroom, 7:00 p. m., May 1. Regis- 
tration fee is $10 for members, $11 for nonmembers. 
For information write E. M. Foster, Secretary, Society 
of American Bacteriologists, University of Wisconsin, 
Madison, Wis. 


Syphilis Again on the Increase.—The American Social 
Hygiene Association reported in February that a na- 
tional survey revealed the number of cases of infectious 
syphilis and total syphilis have increased in the United 
States for the first time since 1948. The study, con- 
ducted jointly by the American Social Hygiene Asso- 
ciation, the Association of State and Territorial Health 
Officers, and the American Venereal Disease Associa- 
tion, was compiled from the reports of 145 health de- 
partments representing all 48 states, 94 of the nation’s 
cities with populations of 100,000 or over, and three 
territories. The survey revealed the following about 
venereal disease: rates are rising statewide in 19 states; 
control programs are inadequate in 35 states; teenage 
venereal disease is increasing in 11 states; new epidem- 
ic outbreaks are reported in 19 states; and Armed 
Forces personnel, transient laborers, and other mobile 
groups are listed by 32 states and 15 city health officers 
as major problems in venereal disease control. 


Scientific Translations Center in Chicago.—The Special 
Libraries Association announces that a grant of 
$20,350 from the National Science Foundation pro- 
vides for support of a Scientific Translations Center 
at the John Crerar Library in Chicago. The center 
will be a depository for translations contributed or 
loaned by government agencies, scientific societies, 
industrial laboratories, universities, and similar organi- 
zations. Originally established in 1953 as the associa- 
tion’s translation pool, the center has been depository 
for translations from all languages other than Russian. 
Translations from the Russian, now held by the 
Library of Congress, will be transferred to the center 
by the end of 1956, thus creating one central informa- 
tion source on translations. Information about the 
center may be obtained from John P. Binnington, 
Librarian, Brookhaven National Laboratory, Upton, 


Infantile Paralysis Foundation Fellowships.—The Na- 
tional Foundation for Infantile Paralysis has announced 
a limited number of fellowships for medical students 
who wish to take advantage of vacation time for study 
during the calendar year of 1957. The program pro- 
vides six fellowships for each approved medical school, 
two in each of the following categories: (1) research 
in the biological and physical sciences related to medi- 
cine; (2) public health and preventive medicine; and 
(3) rehabilitation. A new policy will permit schools 
which utilized their full quota in rehabilitation and 
public health and preventive medicine in 1956 to nom- 
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inate one extra student in each of these categories in 
1957. Students must have completed one year toward 
the M.D. degree to be eligible for the research program 
and two years in order to qualify for each of the other 
fellowships. The stipend is $200 per month for a mini- 
mum of three months. Medical students must have at 
least eight weeks of consecutive free time for study. 
Application forms should be requested from the dean 
of the school where the student is enrolled. The appli- 
cation, after recommendation by the dean, must be 
submitted to the foundation for approval at least eight 
weeks before the program begins. For information 
write Professional Education Division, National Foun- 
dation for Infantile Paralysis, 301 E. 42nd St., New 
York 17, N. Y. 


Psychiatrists Meet in Chicago.—The American Psychi- 
atric Association will hold its 113th annual meeting at 
the Morrison Hotel, Chicago, May 13-17. Some 130 
papers, exhibits, films, and symposiums and round- 
table meetings are scheduled. Dr. Gregory Zilboorg, 
New York City, will give the Academic Lecture on 
“The Life and Works of Dr. Eugen Blueler.” There 
will be a theoretical symposium on psychiatric nosolo- 
gy and a special Adolph Meyer Research Lecture by 
Dr. Stig Akerfeldt of the Nobel Institute, Stockholm, 
Sweden, on “Serological Reactions of Psychiatric Pa- 
tients to N,N,dimethyl phenyline diamine.” For infor- 
mation write Mr. Robert L. Robinson, American Psy- 
chiatric Association, 1785 Massachusetts Ave. N. W., 
Washington 6, D. C. 


CANADA 


Personal.—Dr. Jean A. Vezina, radiologist from Laval 
University, Quebec, has received a three-month ap- 
pointment as a resident physician at the medical divi- 
sion of the Oak Ridge Institute of Nuclear Studies in 
Oak Ridge, Tenn. 


Purchase Accelerator for Cancer Research.—The On- 
tario Cancer Institute, Toronto, has purchased a 3-mil- 
lion-volt Van de Graaff particle accelerator from High 
Voltage Engineering Corporation, Burlington, Mass. 
According to Dr. Clifford L. Ash, director, the machine 
will be used for fundamental biological research in 
cancer and the investigation of neutron therapy. The 
institute will serve as a radiotherapy center for teach- 
ing hospitals of the University of Toronto Faculty of 
Medicine, Toronto. Radiotherapy equipment will in- 
clude radioactive cobalt and cesium units as well as a 
betatron. 


FOREIGN 


International Hepatology Conference.—An internation- 
al conference on hepatology will be held in Perugia, 
Italy, June 18-20, under the auspices of the Medical 
Clinic of the University of Perugia and its director, 
Prof. Giorgio Dominici. Experts from France, England, 
and the United States will participate. The subjects 
to be dealt with are liver biopsy and acute and subacute 
hepatic atrophy. Contributions must be sent no later 
than April 30. For information write Dr. G. Menghini, 
Secretary, Clinica Medica (Policlinico), Perugia, 
(Italy). 
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EXAMINATIONS 
AND LICENSURE 


AMERICAN Boarp OF ANESTHESIOLOGY: Part I. Various locations, 
July 19. Final date for filing application was Jan. 19. Oral. 
Asheville, No. Car., Mar. 24-29. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Hartford 15, Conn. 

AMERICAN Boarp OF DERMATOLOGY: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Final date for filing 
application is April 1. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. 

AMERICAN BoarpD OF INTERNAL Mepicine: Written. Oct. 21. 
Oral. Chicago, May 27-29; Los Angeles, Sept. 11-14. Final 
date for filing applications was Feb. 1. Exec. Sec., Dr. W. A. 
Werrell, 1 West Main St., Madison 3, Wis. 

AMERICAN Board OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

AMERICAN Boarp OF OBSTETRICS AND GyNecoLocy: Part 11. 
Chicago, May 15-25. Final date for filing application was 
Feb. 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert Ro.d, 
Cleveland 6, Ohio. 

AMERICAN Boarp OF OpuTHALMOLOGY: Oral. New York. May 
23-27; Chicago, Oct. 7-11. Written. January 1958. Final date 
for filing application is July 1. Sec., Dr. Merrill J. King, Box 
236, Cape Cottage Branch, Portland 9, Maine. 

AMERICAN Boarp OF OrntTHOPAEDIC SuRGeRY: I]. New York 
City, Jan. 29-31, 1958. Final date for filing application is 
August 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 

AMERICAN Boarvp OF OTOLARYNGOLOGY: Chicago, Oct, 7-11. 
Final date for filing application is April. Sec., Dr. Dean M. 
Lierle, University Hospitals, lowa City. 

AMERICAN Boarp OF PuysicaL*MEDICINE AND REHABILITATION: 
Parts I and II, New York City, June 8-9. Final date for filing 
application is March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

AMeRICAN Boarp OF PLastic Surcery: Entire Examination. 
Philadelphia, May 4-6. Final date for filing case reports was 
Jan. 1. Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing 
Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Aviation Medicine. 
Denver, May 9-11. Occupational Medicine. St. Louis, April 
26-28. Sec., Dr. Thomas F. Whayne, 615 North Wolfe St., 
Baltimore. 

AMERICAN Boarpb OF ProcroLocy: Oral and Written. Parts | and 
Il. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsYCHIATRY AND NEUROLOGY: New York, 
Dec. 16-17. Sec., Dr. David A. Boyd, Jr., 102-110 Second 
Ave., S. W., Rochester, Minn. 

AMERICAN Boarp OF RapioLocy: Washington, Sept. 23-28. Final 
date for filing application is June 1, Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi- 
ology. Sec., Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp oF SurGERY: Part II. New York, June 10-11. 
Sec., Dr. John B. Flick, 225 S. 15th St., Philadelphia 2. 

AMERICAN Boarp OF UroLocy: Written examination, Various 
cities throughout the country. Pathology and Oral Clinical. 
February 1958. Location not decided. Exec. Secretary, Mrs. 
Ruby L. Griggs, 30 Westwood Road, Minneapolis 16. 

BoarpD OF THORACIC SURGERY: Written. Various centers through- 
out the country, September 1957, and the closing date for 
registration is July 1, 1957. Sec., Dr. William H. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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GOVERNMENT SERVICES 


NAVY 


New Wing to Research Building Dedicated.—A new 
wing to the Naval Medical Research Building, Na- 
tional Naval Medical Center, Bethesda, Md., was 
dedicated on March 1, in ceremonies attended by 
naval officers, civilian medical educators, enlisted 
personnel, and their ladies. Rear Adm. Thomas F. 
Cooper, commanding officer, National Naval Medical 
Center, made the opening comments. The new three- 
story structure is an extension of the existing Medical 
Research Institute main building. 

Dr. Howard T. Karsner, medical research advisor 
to the surgeon general of the Navy, the principal 
speaker at the ceremonies, outlined some of the past 
and current research projects of the institute. He said, 
“This new expansion of the physical plant of the In- 


New wing of Naval Medical Research Building (right), com- 
prising one-third of structure. 


stitute will provide much needed additional space, 
equipment and facilities so that research can continue 
in an increasingly favorable environment and the Navy 
can look forward to productive research of the highest 
order.” 


ATOMIC ENERGY COMMISSION 


Inter-American Nuclear Energy Symposium.—An In- 
ter-American Symposium on the Peaceful Applications 
of Nuclear Energy will be held May 13-17 at Brook- 
haven National Laboratory in Upton, L. I., N. Y. The 
agenda is designed to stimulate efforts among the 
American republics to develop the beneficial applica- 
tions of nuclear energy. The symposium is being 
conducted by the Brookhaven National Laboratory 
and jointly sponsored by the Atomic Energy Commis- 
sion, the Department of State, and the International 
Cooperation Administration. About 100 Latin Ameri- 
can leaders in nuclear energy are being invited to 
participate. 

Special attention will be given to practical efforts 
to accelerate development of atomic energy programs 
that will embrace useful research and seek applications 
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that are valuable. Major fields to be covered are ad- 
ministration, physical sciences and engineering, medi- 
cine, chemistry, agriculture and biology. Special dis- 
cussion topics will be (1) uses of radioisotopes in 
industry, agriculture, and medicine; (2) nuclear reac- 
tor types and uses—prospects of nuclear energy as a 
source of commercial power; and (3) factors in organ- 
ization and development of effective nuclear energy 
programs. 

Following the five-day symposium, the participants 
will tour atomic energy facilities, hospitals, univer- 
sities, and industry to observe how the atom is being 
put to work. 


PUBLIC HEALTH SERVICE 


Eight Promotions.—Surgeon General Leroy E. Burney 
on March 13 announced eight promotions in the com- 
missioned corps of the Public Health Service. Three 
officers now serving as assistant surgeon generals were 
advanced to the rank equivalent to rear admiral or 
major general. They are Dr. David E. Price, who 
will fill a newly created post of deputy chief of the 
Bureau of Medical Services; Dr. Theodore J. Bauer, 
deputy chief of the Bureau of State Services; and Dr. 
C. J. Van Slyke, associate director (for extramural 
research) of the National Institutes of Heaith. 

Five career officers were appointed assistant sur- 
geon generals with a rank equivalent to that of rear 
admiral or brigadier general. They are Dr. Robert 
J. Anderson, chief, Communicable Disease Center, 
Atlanta, Ga.; Dr. Albert L. Chapman, chief, division 
of special health services, Bureau of State Services; 
Dr. J. Roderick Heller, director, National Cancer 
Institute; Dr. Robert J. Felix, director, National Insti- 
tute of Mental Health; and Dr. John D. Porterfield, 
assistant surgeon general in the immediate office of 
the surgeon general. 


MISCELLANEOUS 


Three Hundred Forty-five Grants in Support of 
Science.—The National Science Foundation, on March 
13, announced that 345 grants totaling $13,853,350 
were awarded during the quarter ending Dec. 31, 
1956, for the support of basic research in the sciences, 
for conferences in support of science, for exchange 
of scientific information, and for training of science 
teachers. This is the second group of awards to be 
made during fiscal year 1957. Since the beginning of 
the program in 1951, awards have been made totaling 
almost $49,900,000. 

Grants were made to institutions and scientists in 
many states in the United States, in Alaska, Hawaii, 
Puerto Rico, and in Canada and Great Britain. The 
research fields included are anthropology, astronomy, 
chemistry, biology, physics, earth sciences, engineer- 
ing sciences, mathematical sciences, and sociophysical 
sciences. The research grants were approved by the 
National Science Board on the recommendation of 
Dr. Alan T. Waterman, director of the foundation. 


» 
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DEATHS 


Murdock, Thomas Patrick *® Meriden, Conn.; since 
1950 member of the Board of Trustees of the Ameri- 
can Medical Association, died April 1, aged 69. Dr. 
Murdock was born in Meriden, March 6, 1888. Follow- 
ing his graduation from the Baltimore Medical College 
in 1910, he served an internship at St. Francis Hospital 
in Hartford and the Undercliff Tuberculosis Sanatori- 
um in Meriden. He began private practice in Meriden 
in 1911 and in 1914 became attending physician at the 
Meriden Hospital, where he was chief of medical 
services from 1925 to 1949, when he retired. Dr. Mur- 
dock was a consultant at the Gaylord Farm Sanatorium 
in Wallingford, where he was a member of the board 
of directors and the medical advisory committee; the 
Institute of Living in Hart- 


secretary of the Connecticut Medical Examining Board, 
of which he was a past-president; and for many years a 
chairman of the governing council of the Connecticut 
State Medical Society; past-president of the New 
Haven County Medical Society and the Meriden 
Medical Society; and a member of the board of di- 
rectors of the Meriden Visiting Nurses Association 
ffom 1922 to 1947. He was a member of the advisory 
board of the Hartford, Connecticut Trust Company 
in 1926, a member of the board of corporators of the 
Meriden Savings Bank in 1921, and director of the 
Meriden Trust and Safe Deposit Company. 


Newcomb, Marcus Ward * Browns Mills, N. J.; born 
July 28, 1880; Jefferson Medical College of Phila- 
delphia, 1903; specialist cer- 


ford, where he was chairman 
of the board of visitors; the 
Bristol (Conn.) Hospital; the 
Undercliff Tuberculosis San- 
atorium; and the Silver Hills 
Foundation, New Canaan. 
From 1917 to 1919 Dr. Mur- 
dock served in the medical 
corps of the U. S. Army and 
during World War II was a 
member of the procurement 
and assignment committee for 
Connecticut. He was a mem- 
ber of the House of Dele- 
gates of the American Med- 
ical Association from 1943 to 
1950, when he was elected a 
trustee to a five-year term 
and in 1955 was again re- 
elected to a similar term. In 
1949-1950 he was a member 
of its Judicial Council. He was 
appointed to represent the 
American Medical Association 
on the Board of Commis- 
sioners of the Blue Shield 
Commission for a term of 
three years, effective April, 
1956, and the same year he 
was appointed by the chairman of the Board of 
Trustees to a committee “to gather the facts rela- 
tive to the Salk vaccine and its use in the prevention 
of paralytic poliomyelitis.” In 1953 he accepted an 
appointment by Governor Lodge as the physician 
member of the state commission, authorized by the 
1953 General Assembly, to study the possibilities of 
the development of a regional professional school 
including medicine. In 1947 he was chairman of the 
A. M. A. committee to study the nursing problem in 
the United States and in 1948 was a member of a joint 
committee for the improvement of the care of the pa- 
tient. He was a specialist certified by the American 
Board of Internal Medicine; a fellow of the American 
College of Physicians, serving as governor for Connecti- 
cut from 1946 to 1952; ‘or many years a member and 
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tified by the American Board 
of Internal Medicine; mem- 
ber of the American College 
of Chest Physicians and the 
American Trudeau Society; 
fellow of the American Col- 
lege of Physicians; past presi- 
dent of the Burlington County 
Medical Society and the Med- 
ical Society of New Jersey; 
at one time president of the 
New Jersey Tuberculosis 
League; for many years presi- 
dent of the Burlington County 
Tuberculosis League; served 
in the New Jersey Assembly, 
where in 1935 and 1936 he 
was House Republican ma- 
jority leader; a member for 
30 years and vice-president of 
the Pemberton Township 
Board of Education; chair- 
man for several years of the 
State Health Council of which 
he was a member since 1947; 
at one time health officer of 
Burlington; during World 
War I contract surgeon and 
tuberculosis examiner at Fort 
Dix; retired last October after 37 years as medical 
director and superintendent of the Marcus W. New- 
comb Hospital for Chest Diseases in Lew Lisbon: 
consulting physician, Deborah Sanatorium in Browns 
Mills and the Burlington County Hospital in Mount 
Holly, where he died Jan. 18, aged 76, of coronary 
occlusion. 


Moon, Louis Edwin ® Omaha; born in Audubon, Iowa, 
May 27, 1888; University of Michigan Department of 
Medicine and Surgery, Ann Arbor, 1912; clinical pro- 
fessor of surgery at the Creighton University School 
of Medicine; specialist certified by the Americar 
Board of Surgery; co-founder of the American Boxurd 
of Proctology and on the board of examiners for this 
specialty; served as president of the American Proc- 
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tologic Society; past-president and past treasurer of 
the Omaha Midwest Clinical Society; a member of 
the executive committee of the American Cancer So- 
ciety, Nebraska Division; fellow of the American 
College of Surgeons and the International College of 
Surgeons; vice-chairman, 1951-1952, chairman, 1952- 
1953, Section on Gastro-Enterology and Proctology, 
American Medical Association; on the staffs of St. Jo- 
seph’s, Immanuel Lutheran, Methodist, St. Catherine’s, 
Children’s Memorial, and Lutheran hospitals; vice- 
president of the First Federal Savings and Loan Asso- 
ciation; director of the board, Salvation Army; director, 
Physicians Health and Casualty Insurance Company; 
died Dec. 30, aged 68, of coronary thrombosis. 


Campbell, Coyne Herbert ® Oklahoma City, Okla.; 
born in Davidson, March 4, 1904; Rush Medical Col- 
lege, Chicago, 1928; professor of psychiatry and neuro- 
logy at the University of Oklahoma School of Medi- 
cine; certified by the National Board of Medical 
Examiners and specialist certified by the American 
Board of Psychiatry and Neurology; member of the 
American Psychiatric Association and the Central 
Neuropsychiatric Association; fellow of the American 
College of Physicians; superintendent of the Coyne 
Campbell Sanitarium of which he was founder; died 
Jan. 23, aged 52. 


Gamble, Paul Gaston * Greenville, Miss.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1909; member of the American Urological 
Association; member of the House of Delegates of 
the American Medical Association in 1933; fellow of 
the American College of Surgeons; past president of 
the Mississippi State Medical Association, and in 1940 
president of the Delta Medical Society; served as a 
member of the state board of health; on the staff of 
Kings Daughters Hospital where he died Feb. 8, aged 
74, of coronary thrombosis. 


Mufson, Samuel ® Biloxi, Miss.; born in Passaic, N. J., 
Sept. 6, 1898; Harvard Medical School, Boston, 1923; 
specialist certified by the American Board of Surgery; 
fellow of the American College of Surgeons; formerly 
assistant clinical professor of surgery at the New York 
University College of Medicine in New York City; 
veteran of World War II; served on the staffs of the 
Beth Israel and Bellevue hospitals in New York City; 
chief, surgical service, Veterans Administration Cen- 
ter, where he died Jan. 14, aged 58, of chronic 
lymphatic leukemia and pulmonary emphysema. 


Dexter, Richard, Boston; Harvard Medical School, 
Boston, 1905; specialist certified by the American Board 
of Internal Medicine; fellow of the American College 
of Physicians; past-president of the Cleveland Academy 
of Medicine; veteran of World War I; served on the 
staff of the Massachusetts General Hospital; formerly 
practiced in Cleveland, where he was medical director 
of the East Ohio Gas Company and for many years 
he was on the staffs of the Lakeside and St. Alexis 
hospitals; died Jan. 19, aged 78. 


Lewis, James Farrar ® Columbus, Miss.; Johns Hop- 
kins University School of Medicine, Baltimore, 1935; 
certified by the National Board of Medical Examiners; 
specialist certified by the American Board of Internal 
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Medicine; fellow of the American College of Physi- 
cians; veteran of World War II; served as special lec- 
turer in bacteriology and pathology at the University 
of Mississippi School of Medicine, Jackson; head of 
the department of internal medicine, Doster Hospital 
and Clinic; died Feb. 15, aged 47. 


McNulty, Lloyd Thomas, Potsdam, N. Y.; McGill 
University Faculty of Medicine, Montreal, Quebec, 
Canada, 1913; veteran of World War I; at one time 
prison physician at Dannemora; member of the ad- 
visory council of the Potsdam State Teachers College; 
formerly practiced in Norwood, where he was health 
officer; consulting physician on the staff of the St. 
Lawrence State Hospital, Ogdensburg; chief of staff 
of the Potsdam Hospital; died Jan. 7, aged 67, of 
coronary thrombosis. 


Abraham, Bernat, New York City; Deutsche Univer- 
sitit Medizinische Fakultat, Prague, Czechoslovakia, 
1921; died Jan. 14, aged 68, of coronary sclerosis. 


Atherton, Herbert Raymond * Chicago; Washington 
University School of Medicine, St. Louis, 1936; medi- 
cal director of Swift & Company; member of the Indus- 
trial Medical Association; died Feb. 20, aged 47. 


Baird, Ollie Josephine Prescott, Alexandria, Va.; 
Southern Homeopathic Medical College, Baltimore, 
1906; died Feb. 4, aged 84, of a heart attack. 


Coffman, Walter Roy, Portland, Ore.; Cooper Medical 
College, San Francisco, 1903; served on the staff of 
the Good Samaritan Hospital; died in the Emanuel 
Hospital Jan. 20, aged 78, of arteriosclerosis and pneu- 
monia. 


Conason, Arnold ® New York City; University of 
Michigan Medical School, Ann Arbor, 1941; veteran of 
World War II; formerly on the staff of the Veterans 
Administration Hospital; died Jan. 10, aged 40. 


Davis, Franklin Clark, Macon, Ga.; Atlanta Medical 
College, 1893; died Jan. 13, aged 90, of coronary 
occlusion. 


Dennen, Ralph Waite ® Tenants Harbor, Maine; Har- 
vard Medical School, Boston, 1909; veteran of World 
War I; on the staff of the Knox Hospital in Rockland, 
where he died Jan. 15, aged 73, of acute heart failure. 


Elliott, Herbert Temple, Austin, Texas; University of 
Louisville (Ky.) Medical Department, 1911; member 
of the Medical Society of the State of Pennsylvania; 
an associate member of the American Medical Associa- 
tion; died Dec. 5, aged 80. 


Ellis, Thomas Henry, Clarendon, Texas; University of 
Pennsylvania Department of Medicine, Philadelphia, 
1908; died Dec. 24, aged 78. 


Fisher, Virgil Luther, Long Beach, Calif.; American 
Medical Missionary College, Battle Creek, Mich., and 
Chicago, 1906; an associate member of the American 
Medical Association; formerly medical director of the 
New England Sanitarium and Hospital in Melrose, 
Mass.; on the staffs of the Seaside Memorial and St. 
Marys Long Beach hospitals, and the Community 
Hospital where he died Jan. 13, aged 81, of nephro- 
sclerosis. 
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Fisher, Irwin, New York City; University and Bellevue 
Hospital Medical College, New York City, 1920; died 
in the Cincinnati (Ohio) Sanitarium Dec. 18, aged 59. 


Foster, John Van Valzah ® State College, Pa.; Reliance 
Medical College, Chicago, 1909; died Nov. 17, aged 77. 


George, John Cecil, Asheville, N. C.; Miami Medical 
College, Cincinnati, 1906; veteran of World War 1; 
served on the staff of the Veterans Administration 
Hospital in Oteen, N. C., until his retirement; died in 
the Swannanoa Division of the Veterans Administra- 
tion Hospital in Oteen Jan. 21, aged 80, of acute 
leukemia. 

Lesser, Louis, New York City; University and Bellevue 
Hospital Medical College, New York City, 1906; died 
Dec. 28, aged 80, of cerebral vascular accident, hyper- 
tension, and diabetes mellitus. 

Lynk, Miles Vandahurst, Memphis, Tenn.; Meharry 
Medical College, Nashville, Tenn., 1891; died Dec. 29, 
aged 85, of Parkinson's disease. 

McClellan, Robert Joseph * Detroit; Detroit College 
of Medicine, 1909; served on the staff of the Grace 
Hospital; died in the Providence Hospital Jan. 20, 
aged 77. 

McDowell, William Orrin *® Grundy Center, Iowa; 
College of Physicians and Surgeons of Chicago, School 
of Medicine of the Universitv of Illinois, 1901; past 
president of the Grundy County Medical Society; 
served on the city council, school board, and library 
board; on the staff of the Grundy County Memorial 
Hospital; died Dec. 27, aged 80, of coronary throm- 
bosis. 

Martin, Cicero Canada, Shawnee, Okla.; Medical Col- 
lege of Indiana, Indianapolis, 1896; died in the Vet- 
erans Administration Hospital, Oklahoma City, Dec. 
15, aged 90, of myocardial infarction. 


Martin, Thomas Monroe ® Plantersville, Ala.; Vander- 
bilt University School of Medicine, Nashville, Tenn., 
1899; served on the staff of the Selma Baptist Hospital; 
died Jan. 20, aged 83, of heart disease. 


Miller, John Thomas, Fort Worth, Texas; Fort Worth 
School of Medicine, Medical Department of Fort 
Worth University, 1900; on the staff of St. Joseph 
Hospital; died Jan. 14, aged 90. 

Miltimore, Dean, Nyack, N. Y.; Cornell University 
Medical College, New York City, 1902; an associate 
member of the American Medical Association; Nyack’s 
first school physician; consulting physician at Nyack 
Hospital; died Dec. 21, aged 79, of arteriosclerotic 
heart disease. 

Mitiguy, Edmund Reeves ® Milton, Mass.; University 
of Vermont College of Medicine, Burlington, 1929; 
member of the American Society of Anesthesiologists; 
on the staff of St. Elizabeths Hospital, Boston, where 
he died Dec. 29, aged 54, of coronary thrombosis. 


Monk, Henry Lawrence ® Salisbury, N. C.; Medical 
College of Virginia, Richmond, 1899; surgeon for the 
Southern Railway; on the staff of the Rowan Memorial 
Hospital, where he died Jan. 4, aged 81, of lobar 
pneumonia. 
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Moore, William Alexander ® Rogers, Ark.; Colorado 
School of Medicine, Boulder, 1895; member of the 
staff of the Rogers Memorial Hospital; veteran of 
World War I; died in the Veterans Administration 
Hospital, Fayetteville, Jan. 19, aged 90, of cerebral 
hemorrhage. 


Moss, Eli Bruce * Junction, Texas; American College 
of Medicine and Surgery, Chicago, 1905; died Nov. 
29, aged 73. 


‘fossmann, Irving E., Chicago; Chicago College of 
\Mied’cine and Surgery, 1915; on the staffs of the 
\lichael Reese, Edgewater, and American hospitals; 
died Feb. 5, aged 64. 

Mouser, Justus Ambrose, Paulding, Ohio; Ohio State 
Universitv College of Medicine, Columbus, 1916; died 
Jan. 9, aged 64, of uremia and cancer. 


Munday, Cornelius Pearl, Sheveport, La.; Medical 
Department of Tulane University of Louisiana, New 
Orleans, 1896; served on the medical staff of the U. S. 
Employees’ Compensation Commission; died Nov. 28, 
aged 81, of a heart attack. 

Munn, William Edwin, Kirksville, Mo.; Keokuk Medi- 
cal College, College of Physicians and Surgeons, Keo- 
kuk, Lowa, 1905; died Dec. 28, aged 89. 


Murray, Silas, Tulsa, Okla.; University of Tennessee 
Medical Department, Nashville, 1907; an associate 
member of the American Medical Association; former- 
ly practiced in New York City, where he was on the 
staff of the Bellevue Hospital; died Jan. 12, aged 75, 
of heart disease. 

Myer, Clifton Gustavus, Grand Junction, Colo.; Uni- 
versity of Michigan Medical School, Ann Arbor, 1926; 
tellow ot the American College of Radiodogy; special- 
ist certified by the American Board of Radiology; vet- 
eran of World War II; associated with the Veterans 
Administration Hospital, where he was chief of the 
radiology service; died Dec. 29, aged 53. 

Nester, Gerard Anthony ® St. Louis; St. Louis Univer- 
sity School of Medicine, 1933; member of the American 
Academy of General Practice; instructor in internal 
medicine at St. Louis University School of Medicine; 
on the staffs of St. Marys Group of Hospitals, St. 
Anthony's Hospital, and the Alexian Brothers Hospital, 
where he died Dec. 30, aged 47, of hypertensive cardio- 
vascular disease. 


Neuburger, William Edward, Maplewood, N. J.; 
Johns Hopkins University School of Medicine, Balti- 
more, 1955; interned at the Duke Hospital in Durham, 
N. C.; captain, in the medical corps of the U. S. Air 
Force, attached to the Western Air Research and 
Development Command; killed Dec. 21, aged 27, in 


the crash of an air force jet trainer plane near Dayton, 
Ohio. 


Noble, Hubert Earl ® Clemons, Iowa; Keokuk (Ia.) 
Medical College, College of Physicians and Surgeons, 
1905; served on the staffs of St. Thomas Mercy and 
Evangelical Deaconess hospitals in Marshalltown; died 
in State Center Dec. 6, aged 77, of cerebrovascular 
disease. 
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Nutrition Programs in Nova Scotia.—Because of its 
lack of natural resources, the province of Nova Scotia 
is one of the less economically privileged areas of 
Canada. There is, therefore, reason to believe that 
certain nutritional problems are fairly widespread in 
this province. In 1948, the Federal Government and 
the Department of Public Health of Nova Scotia be- 
gan a joint project for a model educational program 
in Cape Sable Island and based their program mainly 
on the schools, with extension to the whole commu- 
nity where necessary. In order to assess nutritional 
deficiencies and to study the progress made, two sur- 
veys were conducted, one in 1949 and another in 1954. 
Nutritional status was assessed by a study of food 
intake patterns, by medical and dental examinations, 
and by biochemical estimation of blood constituents. 
Dietary records were obtained for each person in the 
study group during a spring and an autumn week and 
scored in accordance with national standards. The 
first survey revealed that underweight in children and 
overweight in adult women were fairly common 
problems. It also showed a significant incidence of 
low hemoglobin values related to anemia; in fact, the 
incidence in 1949 was the highest encountered in 
Canada up to that time. Dietary inadequacy, as 
judged by food records, was common. Faulty oral 
hygiene was also common, dental caries and gingivitis 
being prevalent in all age groups. There was, how- 
ever, no gross evidence of marked deficiency disease. 

After the first survey, home visits were made to 
families in which individuals had shown nutritional 
deficiencies, and free treatment with iron and other 
drugs was provided for these families, who were also 
given advice on diet. The nutrition survey was de- 
scribed and discussed at public meetings with the 
entire population of the island. Throughout the course 
of the program, teachers and the general public were 
kept interested by booklets, displays, and talks. The 
1954 survey showed that the program was paying 
dividends. Dietary inadequacy had been cut in half, 
and there was a lesser degree of malnutrition than in 
the first survey. Oral hygiene had also improved, as 
had the general findings in regard to anemia. The 
program is discussed in the Canadian Bulletin on 
Nutrition (vol. 4, no. 1, Jan., 1956). The authors be- 
lieve that the results obtained in Cape Sable Island 
could be duplicated in other malnourished commu- 
nities. 


Retrolental Fibroplasia.—In spite of the wide pub- 
licity given to the finding that excessive oxygen ad- 
ministration to premature infants leads to retrolental 
fibroplasia, the disease has by no means been elimi- 
nated in North America. In the Jan. 15 issue of the 
Canadian Medical Association Journal, Banister and 
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Locke state that sporadic cases are still occurring. 
They report a program for premature infants in which 
retrolental fibroplasia has been completely eliminated 
from a group of 126 premature infants weighing 4 lb. 
(1,825 Gm.) or less at birth. The infants were given 
oxygen only for resuscitation or because of (1) cyanosis 
due to arterial anoxemia, (2) respiratory difficulty, (3) 
pallor, or (4) lethargy after oxygen cessation or after 
feeding. Only in exceptional cases was a concentration 
of 40% oxygen exceeded. The concentration was 
checked repeatedly so as to avoid raising it above that 
level. An ophthalmoscopic examination was made 
weekly. Although oxygen administration was cut down 
drastically, no adverse effect was noted in the de- 
velopment of these infants. Oxygen concentrations 
were measured every two hours day and night with 
an oxygen analyzer. The authors state that public 
health authorities should require, as a prophylactic 
measure, analysis and recording of oxygen concentra- 
tions at minimum intervals in the same way that po- 
tentially toxic and lethal drugs must be charted. The 
reporting of cases of retrolental fibroplasia should be 
required by law, and the methods of oxygen control 
in the hospital where such a case occurs investigated. 


Physiological Availability of Drugs in Tablets.—Chap- 
man and co-workers of the Food and Drug Labora- 
tories, Department of National Health and Welfare, 
Ottawa, have been studying the physiological avail- 
ability of drugs in tablets and capsules. They point 
out that it is relatively simple to assay a preparation 
but much more difficult to determine whether the 
amount assayed is available to the patient. It is true 
that tests of in vitro disintegration have been reported 
in the literature, but their relationship to the length 
of time of in vivo disintegration is doubtful. Chapman 
began studies of a combined in vitro method to de- 
termine disintegration time and a urinary excretion 
technique to determine physiological availability. The 
disintegration mediums were simulated gastric or in- 
testinal juices, with some slight rubbing in the ap- 
paratus being provided by a rubber or plastic disk. 
Preliminary studies with riboflavin or aminosalicylic 
acid suggested that the method was reliable. As a 
result of the preliminary work, the food and drug 
regulations now contain a clause that requires that all 
tablets, except enteric, enteric-coated, or timed-dis- 
integrating tablets, disintegrate in not more than 60 
minutes after ingestion. 

The present study concerned 60 products claimed 
to be timed-disintegrating. Of these, 11 were studied 
for in vitro disintegration time. Only one brand of 
these tablets had an in vitro disintegration time of 
less than 60 minutes, and there was a great discrep- 
ancy in many cases between the disintegration times 
reported by the manufacturer and those found by the 
laboratory. It was concluded that in vitro disintegra- 
tion may take place much more rapidly than in vivo 
disintegration. 
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France and Canada.—Outside Canada, persons are 
apt to forget that there is a large and vigorous Ca- 
nadian population of French ancestry and language. 
The great centers of medical instruction in French 
are Quebec and Montreal. Medical teaching in those 
centers was at first carried out mainly by graduates 
of universities in Great Britain and the United States. 
From 1900 onward a growing exchange of ideas and 
teaching between Canada and France developed. A 
high proportion of French-Canadian medical special- 
ists had done postgraduate study in Paris or other 
French centers; this continued until World War II 
cut the communication. At that time, the younger 
generation turned to the United States for training, 
and there is now a large section of the French- 
Canadian medical population that has received grad- 
uate training there. Because the French Canadian 
wishes to conserve his individuality, his language, 
and his manner of thinking, many are seeking to 
reestablish the bonds with France. Since World 
War II the difficulty has been that the increasingly 
strict demands of the Royal College of Physicians and 
Surgeons of Canada for certification and fellowship 
have militated against study abroad in unknown cen- 
ters in an unorganized manner. Last fall the efforts 
of physicians on both sides of the Atlantic culminated 
in an action by the French government that has made 
it possible for a number of physicians or senior medi- 
cal students from Canada to work as “foreign resi- 
dents” in state-controlled hospitals in Paris. Financial 
help will be given, and the studies will be recognized 
with the granting of a diploma that will be valid in 
Canada. In this way it is hoped that many of the 
young generation of French-Canadian physicians will 
acquire a double culture, that of the United States and 
that of France. 


Frenquel in Schizophrenia.—Whereas pipradrol hydro- 
chloride is known to accentuate hallucinations in psy- 
choses, its gamma isomer, azacyclonal hydrochloride 
(Frenquel), has the opposite action and is known to 
oppose the psychotic effects of lysergic acid diethyl- 
amide (LSD-25) and mescaline. It has, therefore, been 
suggested that this drug may be of value in reducing 
the hallucinations of chronic schizophrenia. Forster 
and Henderson (Canadian Medical Association Jour- 
nal, Jan. 15, 1957) investigated the effect of an oral 
dosage of up to 400 mg. daily on 18 chronic schizo- 
phrenics, all of whom had constant and acute halluci- 
nations. Although the drug was given for an average 
of 49 days, no change in the hallucinations or other 
psychiatric symptoms was noted. The only biochem- 
ical change observed was a progressive rise in the 
nonprotein nitrogen level in the blood. The authors 
comment that, whereas Frenquel may be of value in 
treating acute schizophrenia or delirium tremens in 
cases in which there may be a common mechanism 
between these natural phenomena and the model 
psychoses produced by LSD-25 and mescaline, the 
situation is not comparable in chronic schizophrenia. 


Phenmetrazine in Treatment of Obesity.—Dr. Martel, 
of Laval University, Quebec, has published the first 
Canadian study of the use of phenmetrazine hydro- 
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chloride in the treatment of obesity. This drug has 
been extensively used in Germany and Austria, and 
the present studies confirm that it is a valuable 
auxiliary in treatment of overweight. It is an appetite 
depressant, with a rapid and prolonged action. The 
dosage used was a 125-mg. tablet at 10 a. m. and at 
4 p. m. This restrains the midmorning and the evening 
hunger that most obese patients feel. Patients mani- 
fested no toxic effects. In contrast to amphetamine, 
with phenmetrazine there was no increase in pulse 
rate, palpitations, anxiety, or insomnia. The euphoric 
action was less marked than with amphetamine, but 
the drug had a certain effect on mood. Children in 
particular tolerated it well. 


DENMARK 


Venereal Disease.—According to Nordisk medicin for 
Dec. 6, the public health authorities in the different 
Scandinavian countries are confronted by the paradox 
that, while the modern treatment of gonorrhea with 
penicillin is promptly effective, with a cure rate of 
nearly 100%, the frequency of this disease seems to 
rise rather than to fall. Dr. B. Heilesen points out that 
in Denmark the incidence of gonorrhea rose from 16.2 
per 10,000 inhabitants in 1952 to 18.6 in 1954. In this 
respect the situation is particularly bad in Copen- 
hagen where there was a rise from 43.5 in 1951 to 54.4 
in 1954. Heilesen has treated gonorrhea with several 
antibiotics other than penicillin, but he concludes that 
penicillin is the most effective. Streptomycin and di- 
hydrostreptomycin have the advantage over certain 
other antibiotics that in the doses given they do not 
mask a simultaneous infection with syphilis. However, 
these antibiotics are likely to sensitize the patient, and 
there is also the risk of producing resistant strains of 
Neisseria gonorrhoeae. The law requires finding and 
treating the person who was the source of infection, 
but in practice a patient is usually loath to reveal the 
identity of the person infecting him. In a series of 241 
men in 1954, Heilesen found that only 115 would give 
any information at all on the subject and that only 48 
(20%) gave the name and address of the person who 
was the source of infection. Secrecy on this score is 
natural, for such revelations may lead the patient into 
legal trouble. The physician consulted is supposed, 
according to the law, to pass on the information he 
obtains from the patient to the police, but he does not 
always do so. Another factor interfering with the early 
discovery of the person who was the source of infec- 
tion is the time taken in collecting the necessary infor- 
mation, and this may be of great importance in the 
case of asymptomatic female carriers. 


Vejlefjord Sanatorium.—Nearly a century ago a young 
Dane, Dr. C. Saugman, developed pulmonary tuber- 
culosis. He had aspired to be a surgeon but then was 
obliged to undergo sanatorium treatment, under the 
care of Hermann Brehmer, the founder of sanatorium 
treatment in Germany. After serving as Brehmer’s 
assistant for some time, Saugman returned to Den- 
mark and began in 1892 to campaign for the creation 
of a sanatorium in his own country. Vejlefjord Sana- 
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torium, with 96 beds, ultimately came into being in 
1900. The funds were largely provided by physicians. 
The fees charved were modest, and some beds were 
reserved for deserving patients who could not pay. 
Saugman was the first in the Scandinavian countries 
to introduce artificial pneumothorax, and he did much 
to render it comparatively safe by the introduction of 
a manometer for gauging the intrathoracic pressure. 
In spite of this precaution he witnessed sudden death 
under this treatment in more than one patient. By 
1923, when Saugman died, Vejlefjord Sanatorium had 
become the leading sanatorium in Scandinavia. With 
the decline in the frequency of pulmonary tubercu- 
losis and the increased assumption of the cost of its 
treatment by state and local governmental bodies, the 
need for a semiprivate tuberculosis sanatorium has 
diminished. On Jan. 1, 1957, Vejlefjord Sanatorium be- 
gan to undertake the care of patients suffering from 
nervous ailments instead of tuberculosis. 


With a Danish Red Cross Ambulance in Hungary.— 
In Uveskrift for !ecer for Jan. 17, Dr. Tyge Jacobsen 
described the ambulance team that left for Hungary 
last fall. The team included 13 physicians, 50 nurses, 
and various technicians. The 60 motor vehicles in- 
cluded 24 3-ton trucks. Tentative contacts were made 
in Budapest in a school converted into an emergency 
hospital, and it was not until later on that a more per- 
manent footing was secured in a university surgical 
hospital. The first impression made by Budapest was 
one of terrible disorder, with many hospitals blasted 
into ruins and the local Red Cross disorganized by 
changes in its leadership. All the hospital physicians 
were overworked, and the hospitals still left standing 
were curiously empty. One reason for this emptiness 
seemed to be the fear of the wounded that, if they 
remained in a hospital, they might be seized and de- 
ported. This feeling mi:ht also partly explain why so 
much hospital equipment had been removed, pre- 
sumably for the service of the wounded who preferred 
to be treated at home instead of in a hospital or some 
other public building. This shortage was to a certain 
extent made good by the supplies brought by the 
Danish ambulance team, whose leader had to insist 
on their control as an integral unit. Jacobsen is most 
appreciative of the cooperative spirit in which the 
members of the Hungarian Red Cross supported their 
colleagues from Denmark. The 200-bed hospital the 
Danish team succeeded in organizing was the first 
Red Cross hospital from abroad to get to work in 
Budapest. 


INDIA 


Chlorophenothane-Resistant Mosquitoes.—P. K. Diks- 
hit and co-workers(Ind. J. Malariology 10:4 [Dec.] 
1956) stated that the phenomenon of chloropheno- 
thane (DDT) resistance is closely associated with the 
acceleration of certain metabolic reactions. Flies re- 
sistant to chlorophenothane have thus been shown to 
contain greater amounts of cytochrome oxidase. The 
authors believed that if the respiratory enzymes 
could show an increase there was also a possibility 
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of the energy-furnishing reactions being increased in 
the resistant groups. This would result in the increased 
formation and accumulation of certain intermediate 
metabolites. One such compound is citric acid, re- 
sulting from the condensation of its pyruvate and 
oxaloacetate under the influence of specific enzymes. 
Estimations of citric acid were therefore carried out 
with a view to determining if any changes occurred 
in chlorophenothane-resistant mosquitoes. Earlier 
work had shown that the high resistance exhibited 
by the adult mosquitoes was also shown by their 
larvae, which at no time had been subjected to the 
action of chlorophenothane, only the adults having 
been exposed to the insecticide in each successive 
generation. The concentration of chlorophenothane 
that caused 100% mortality among larvae of a normal 
strain had little or no effect on larvae of a resistant 
strain under identical conditions. Resistant insects of 
50th and 52nd generations were selected. Thirty 
specimens each of adults, pupae, and larvae of both 
strains were used for the determination of citric acid. 
In the three forms of the resistant strain, the average 
content of citric acid per specimen was respectively 
45, 26, and 52% more than at the corresponding stage 
in the nonresistant strain. Even the ova of the resis- 
tant strain were found to contain a little more citric 
acid. 


Complement Levels Following Liver Injury.—Rangam 
and Chandra (J. Indian M. A. 28:2 [Jan. 16] 1957) 
showed in an earlier investigation that in guinea pigs 
maintained on a diet poor in methionine and cystine 
the serum complement values fell. The present study 
aimed at ascertaining serum complement values in 16 
guinea pigs subjected to hepatic injury by carbon 
tetrachloride (2 control animals were used) and 65 
human beings suffering from hepatic disease (64 nor- 
mal contro!s were used). The extent of the hepatic 
injury was determined by serum protein estimations, 
cenhalin-cholesterol flocculation tests, icteric indexes, 
van den Bergh’s tests, and alkaline phosphatase esti- 
mations. The livers of all the guinea pigs were also 
studied histologically post mortem. Complement esti- 
mations and liver-function tests were done simul- 
taneously every week. Serum complement values in 
human beings were studied, and the same tests as in 
guinea pigs were used to estimate hepatic injury. 
Patients with hepatic disease showed lower comple- 
ment values as compared with those of normal per- 
sons. A progressive fall in complement values with 
progressive liver injury was observed in the guinea 
pigs. The fall in complement values corresponded 
with the inability of the liver to synthesize proteins. 
The liver may thus be the site of production of com- 
plement. 


Chronic Splenomegaly.—R. N. Chaudhari (J. Indian 
M. A. 28:2 [Jan. 16] 1957) syidied a series of 134 pa- 
tients with splenomegalies of obscure origin. Recur- 
rent gastrointestinal hemorrhages and other signs of 
portal hypertension were present in 9%. These were 
mostly townspeople with no history of malaria. Most 
of the other patients, however, were in a different 
category. They came from rural areas known to be 
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malarious, had suffered from malaria, and were having 
irregular bouts of fever at the time of admission, al- 
though blood smears were negative for malaria para- 
sites in all except two patients. The socioeconomic 
status of this group was low, and many of them 
showed signs of mainutrition. In addition to the 
spleen, the liver was also enlarged in most of them. 
Antimalarial treatment resulted in subsidence of 
fever and regression in the size of the spleen in 30% 
of the series. The splenomegaly in these patients was 
undoubtedly due to chronic malaria. Field experi- 
ments in hyperendemic areas have also shown that 
with antimalarial measures the enlarged spleens of 
patients receded completely or greatly decreased in 
size, though the response was naturally slow. The 
remaining 70% of the series also started with malaria 
and showed massive spleens, anemia, fibrotic changes 
in the liver, and marked dilatation and tortuosity of 
splenic and portal veins, with signs of portal hyperten- 
sion in some. These patients may be regarded as in 
an advanced stage of the condition seen in the other 
30%, but they did not respond to antimalarial treat- 
ment. Malarial and dietary deficiency are the two 
major causes of chronic splenomegaly and hepatitis in 
Bengal, where these patients were studied. Under 
favorable circumstances the splenomegaly and hepa- 
titis subside, but in some patients they progress. The 
ultimate prognosis for these patients is determined by 
the condition of the liver. 


Patent and Proprietary Medicines.—Labels of patent 
and proprietary medicines must now display in the 
prescribed form and in a manner readily intelligible 
to the medical profession the true formula and the list 
of ingredients contained in them. The Central Drugs 
Laboratory has accordingly stopped the registration of 
patent and proprietary medicines with undisclosed 
formulas. Registration certificates in respect to patent 
and proprietary medicines with undisclosed formulas 
issued prior to the enactment of the new law have 
become inoperative. Manufacturers and importers 
have accordingly been advised that the labels of 
patent and proprietary medicines should be changed 
to comply with the provisions of the law. 


Cancer Control Program.—A national cancer control 
program is being started in 10 states. Elsewhere, in 
Bombay, Madras, Calcutta, and Hyderabad, some of 
the cancer research institutes and hospitals may be 
taken over by the Union Government. In other cases, 
large grants may be given for their development. In 
each of the 10 states a 50-bed cancer ward will be 
established in a large teaching hospital. 


ISRAEL 


New Medical Journal.—In July the Research Council 
of Israel published the fyst number of Experimental 
Medicine. Its articles represent a good survey of ex- 
perimental medicine in Israel. There is, for example, 
a report by Grossowicz and co-workers, who found a 
marked rise in the level of serum vitamin B,» in dogs 
with acute liver damage induced by chloroform. After 
intragastric administration of chloroform, the rise in 
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level of serum vitamin B,, reached a maximum of 
four times the pretreatment level in 24 to 48 hours. 
After intraportal injection, a maximum of 18 times the 
preinjection level was reached in two to four hours. 
The serum vitamin B,. values returned to the base 
line within four days and 48 hours, respectively. The 
rise in the level of serum vitamin B,» appears to be 
due to release of the stored vitamin from injured and 
disintegrating liver cells. 

In the same issue, A. Rosin reported on a thiourea- 
induced myxomatous tumor in a rat. Such tumors have 
successfully been transplanted to other rats. In an- 
other article, J. Taub found a factor lytic for Leish- 
mania in normal human serum. The same factor 
could be obtained from the blood of the umbilical 
cord. Serums of children up to the age of 5% years 
are seldom lytic for Leishmania infantum. The serums 
of most children over 6 years of age show a return of 
the lytic property. The lytic factor could be identified 
as a euglobulin. Determination of the presence or ab- 
sence of lytic properties in human serum is an aid to 
studying the epidemiology of infantile leishmaniasis. 


Enteric Viruses in Children.—H. Bernkopf and co- 
workers reported on the occurrence of enteric viruses 
in children of a suburban community near Jerusalem 
at the 11th annual meeting of the Israel Microbiologi- 
cal Society in March, 1956. The findings reported were 
part of a study to examine, at different seasons of the 
year, for the presence of enteric viruses in children of a 
recently established community of immigrants, At the 
beginning of June, 1955, blood was obtained from 165 
children for determination of poliomyelitis antibodies. 
At the same time and later at three-month intervals, 
stool samples were collected for examination for en- 
teric viruses. No cases of poliomyelitis, aseptic menin- 
gitis, epidemic pleurodynia, or herpangina occurred 
in the community in 1955. Of the stool samples from 
137 children, those of 78 were positive. Thus 57% of 
the children examined excreted virus in their stools. 
In a previous study in Israel, 15.3% excretors of Cox- 
sackie virus were found among 98 normal children. Of 
the agents isolated, 62 virus strains were pathogenic 
for suckling but not for mature mice. They probably 
belonged to the Coxsackie group of viruses. Fifty of 
these strains also showed a cytopathogenic effect in 
tissue culture. Nineteen strains could not be isolated 
directly from the stools and were obtained after pre- 
liminary passage through tissue culture only. One 
cytopathogenic agent was a type 2 poliomyelitis virus, 
and 12 other cytopathogenic agents have not yet been 
classified. Forty-seven agents were isolated from chil- 
dren who were not known to have any symptoms at 
the time the stool samples were collected. Thirty-one 
agents were obtained from children who had an upper 
respiratory or intestinal infection during the period of 
investigation. In the latter group, 84% of the children 
were under 3 years of age, while in the group without 
any symptoms but from which viruses were isolated, 
83% were over 3 years old. 


Poliomyelitis Vaccination.—Of all countries, Israel was 
one of the worst hit by poliomyelitis. Each year the 
disease struck down between 450 and 800 children of 
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a population of about 1.5 million. The most suscepti- 
ble age group was that from 6 to 12 months. After this, 
the incidence tapered off until the age of 3. About 80% 
of all cases occurred before the child was 3, while the 
4-year-old group had only 8% of all cases. Almost all 
children in Israel between the ages of 6 months and 3 
years had been vaccinated against poliomyelitis by 
January, 1957, with a locally produced, Salk-type vac- 
cine. The vaccinated group included about 120,000 
children. It is hoped, however, that with an increase 
in production of vaccine the campaign can be ex- 
tended to other age groups. The immunization pro- 
gram was carried out and financed by the Ministry of 
Health, assisted by several voluntary health agencies, 
and is free of charge. Some 900 vaccination stations 
were set up in towns and larger villages, while smaller 
communities were visited by mobile teams. The vac- 
cine was produced in the government laboratory in 
Jaffa. The vaccine is subject to the safety tests pre- 
scribed by the U. S. Public Health Service and has the 
same safety level as that produced in the United 
States. In addition to the local tests, samples of the 
vaccine have been sent for testing to the Public Health 
Service of the United States and of Denmark. There 
were 5,300 cases of poliomyelitis between 1950 and 
1955, of which 800 were fatal and 1,800 were of the 
paralytic type. 


NETHERLANDS 


Effects of Tonsillectomy and Adenoidectomy.—Cramer 
(Tijdschr. sociale geneesk. 34:677, 1956) analyzed 
the results of tonsillectomy and adenoidectomy in a 
series of 1,308 children 5 and 6 years old. In the group 
on which the operation had been performed for a 
recurrent tonsillitis, 93% showed a definite improve- 
ment; 61% of those with a recurrent rhinitis or otitis 
improved after these operations; but 51% of those 
on whom a tensillectomy or adenoidectomy was per- 
formed for breathing through the mouth, poor enuncia- 
tion, or nocturnal enuresis showed no improvement. 
These minor operations may have a harmful psychic 
effect. This was especially noticeable in children with 
repeated infections (24%). It is suggested that the re- 
current infections might have undermined their gen- 
eral resistance. None of the 15 healthy children, who 
had been operated on only because a brother or sister 
had to go to the hospital, showed any harmful effect. 
In general, 38% of the children operated on showed 
no improvement and 19% showed harmful effects, 
mostly psychic. Of the children investigated, 61% of 
those who lived in town and 32% of those who lived in 
the country were operated on. It was thought prob- 
able that this difference resulted from the presence 
of more otologists in town than in the country. 


Nederlandsch Tijdschrift voor Geneeskunde.—In Jan- 
uary the Nederlandsch tijdschrift voor geneeskunde 
(the official organ of the Netherlands Medical Asso- 
ciation) celebrated its 100th anniversary. The first 
issue of the 101st volume reviewed important articles 
that appeared in the journal in the first years of its 
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existence, It contains an article by an ophthalmologist, 
F. C. Donders, in which for the first time the occur- 
rence of oculomotor paralyses after diphtheria was 
described. Another author described his attempts to 
improve the general condition of a patient with sprue 
and diabetes by giving him orally an extract of the 
pancreas of a calf. The author was surprised to notice 
alleviation of the sprue but not of the diabetes, An- 
other author was astonished at the rapid and harmless 
action of a subcutaneous injection with atropine. A 
century ago there was much discussion about the use- 
fulness of sanitary sewers and about the value of small- 
pox vaccination. A letter from Japan told of the work 
of the Netherlands’ naval physicians who had been 
invited by the Japanese government to help in the 
education of Japanese medical students. 


Medical Care for the Hopeless Case.—In an article in 
the Nederlandsch tijdschrift voor geneeskunde (100: 
2601, 1956), H. R. Bax says that with the great in- 
creases in medical knowledge physicians pay more at- 
tention to patients who present a difficult diagnostic 
problem or for whom modern treatment may be of 
great benefit than to the hopeless case. From a scien- 
tific point of view this is easily understood, but it must 
not be forgotten that those are the very patients who 
may have a long illness ahead and will continuously 
need sympathetic attention. One question that arises 
is whether the patient is to be told about his true 
condition. The author believes he should not be told, 
because nobody can bear this knowledge. Whether 
we are healthy or not, we tend to be afraid of death. 
Even when we have a philosophical view of life or 
belong to a church, we remain afraid of it and expel 
all thoughts of it from our mind. Especially when a 
patient with some fatal disease is still fairly well, the 
knowledge of his nearing end will have a bad influence 
not only on his morale but also on the course of his 
disease. This implies not that the physician must al- 
ways radiate optimism but rather that he should al- 
ways hold out a modicum of hope. Under these cir- 
cumstances some form of treatment should always be 
given, even when the physician does not expect any 
benefit to result from it. He should even change the 
treatment now and then and give the impression that 
he is constantly searching for the best way to cure the 
patient. It may, however, be difficult sometimes for the 
physician to keep the confidence of his patient. 

Apart from the fact that it is often wise to inform 
a relative who lives at some distance, most patients 
will guess the truth, Fortunately, when the end is im- 
minent, the body and soul will accept death without 
fear or even long for it. All this implies that the atti- 
tude of the physician toward these patients is charac- 
terized by a certain amount of deceit. It is important 
to see how the patient as well as his family always 
eagerly accepts the optimistic point of view of the 
physician. After the death of the patient, the family 
should not reproach the physician for his optimism 
but rather should thank him for making the illness 
more bearable for the patient. 
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Malpractice: Defective Cautery Instrument and “Res 
Ipsa Loquitur.”—This was an action for damages for 
burns due to the alleged malpractice of the defendant 
physician. From a judgment in favor of the physi- 
cian, the plaintiff appealed to the Supreme Court of 
Florida. 

While the defendant physician was removing moles 
from the defendant's face with a cautery instrument, 
described as an electrically heated knife, the blade 
suddenly became disengaged and dropped to the 
plaintiff's neck, causing burns thereon. The plaintiff 
contended, therefore, that the use of the instrument 
was in the exclusive control of the defendant, that the 
defendant, by adequate inspection, knew or should 
have known that the instrument was dangerous and 
defective, and that therefore the defendant was guilty 
of negligence in using a defective instrument during 
a surgical operation. The defendant, on the other 
hand, contended that the cautery instrument was fac- 
tory assembled, that any defect therein was mechan- 
ical and not within the control of the defendant, and, 
further, that the broken tip was an integral part of 
the instrument, was not replaceable, and was not sub- 
ject to being disassembled for inspection. He testified 
that the instrument was tested prior to use by pre- 
heating and touching against absorbent cotton and 
had been used on several occasions since he had ac- 
quired it four years before. 

The Supreme Court pointed out that there were 
no genuine issues of specific negligence as to method 
or manner of treatment involved in this case. The 
real question was whether the doctrine of res ipsa 
loquitur is applicable, upon the breaking of the instru- 
ment, to make a prima facie case of negligence against 
the doctor. In cases involving charges of malpractice 
against a professional man, continued the court, neg- 
ligence will not be presumed; it must be proved. The 
plaintiff did not specify in what manner the defendant 
was negligent, and a general averment of negligence, 
without specific negligence as to method or manner 
of treatment, is not a prima facie case of negligence 
against a professional person. He cannot be convicted 
for pure accident or other results incident to his 
treatment if he was exercising the best approved 
methods known to medical science with care and dili- 
gence. Furthermore, said the court, the doctrine of 
res ipsa loquitur does not apply in a malpractice case 
in which negligence is charged in diagnosis or treat- 
ment. When an instrument is used, if the requisite 
control by the doctor is lacking, then, in absence of a 
showing of specific negligence, there is no negligence 
under res ipsa loquitur alone. This reasoning is even 
more logical, said the court, when the instrument is 
not intended for internal inspection for possible de- 
fects within it. In the absence of specific averments of 
negligence, therefore, the Supreme Court affirmed 
the judgment in favor of the defendant physician. 
Hines v. Fox, 89 So. (2d) 13 (Fla., July, 1956). 
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MEDICAL FILM REVIEWS 


Incomplete Cholecystectomy: 16 mm., color, sound, showing 
time 14 minutes. Prepared in 1956 by and procurable on loan 
from Philip Thorek, M.D., 25 E. Washington St., Chicago. 


This film portrays the removal of the infundibulum 
of an incompletely removed gallbladder. It is timely 
because incomplete cholecystectomy occurs more 
frequently than is generally realized and is one of the 
causes of unsatisfactory results following cholecystec- 
tomy. Surgical technique in the operation shown is 
excellent. The operating surgeon emphasizes the im- 
portance of an adequate incision in gallbladder sur- 
gery. The anatomic landmarks around the gallbladder 
pedicle are shown first in attractive color illustrations 
and are then pointed out in the actual operation. The 
small gallbladder remnant is successfully removed. The 
importance of leaving a portion of the cystic duct to 
protect the common bile duct is stressed. Some may 
question that the original operation was indicated in 
this case, and even the operation depicted in this film, 
because no history is given and the cholecystogram 
fails to demonstrate stones. From a motion picture 
technical standpoint, the film is good. The photography 
and narration are excellent, although at times the let- 
tering is outside the picture frame. The beginning 
surgical scenes are not especially good because of too 
low camera angle and too much interference from the 
operating surgeons. These scenes could be improved 
by further editing. The narration runs beyond the 
last scene. There is no end title or proper finish. The 
anatomy shown and the surgical technique employed 
serve to make this a valuable teaching film. It is 
recommended for surgeons who are interested in this 


procedure. 


The Human Body: Circulatory System: 16 mm., color, sound, 
showing time 13 minutes. Educational Collaborator: George kK. 
Fenn, M.D., Chicago. Produced in 1956 by and procurable on 
purchase ($125) from Coronet Films, Coronet Building, 
Chicago 1. 


This film is a presentation of the functions and 
processes of the entire circulatory system. The pattern 
of blood flow, the various organs of the circulatory 
system (heart, lungs, kidneys), and the functions of 
and the interrelationships among these organs are 
shown. As a historical background, the film briefly 
discusses the contributions of Vesalius and Harvey. 
Live action (including scenes of a living dog’s heart ), 
drawings, animation, close-ups, cinefluorography, and 
overprints are used to emphasize the concepts and 
ideas. The film is scientifically accurate. However, 
there are some facts in the summary that are not men- 
tioned in the beginning of the film. The photography, 
particularly of the dog's heart, and the microscopy are 
above average. The selection of material and the lan- 
guage used are excellent. However, in the opinion of 
the reviewers, the animation will require further ex- 
planation by the person showing the film. This film is 
recommended for junior and senior high school stu- 
dents. 
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Observations on Course of the Disease in Patients 
with Recent Myocardial Infarction. F. Kubicek. Wien. 
med. Wehnschr. 107:48-54 (Jan. 12) 1957 (In German) 
[Vienna]. 


Of 96 patients (80 men whose average age was 58 
years and 16 women whose average age was 63.5) with 
myocardial infarction who were admitted to hospital, 
5 were moribund on admission. Of the remaining 91, 
the infarction had occurred not longer than 2 weeks 
before admission in 53 patients, between 2 and 4 
weeks before in 28, and more than 4 weeks before in 
10. Forty-one patients had infarction of the anterior 
wall, 47 infarction of the posterior wall, 2 lateral in- 
farction. 3 anteroposterior infarction, 2 multiple in- 
farc'ion, and 1 atrial infarction. The symptomatology, 
the blood chemistry, and the roentgenograms showed 
that healing of the infarct had not yet occurred in any 
of the 91 patients. Of the 53 patients, 37 had the 
acute syndrome with resulting reduction of the minute 
volume, the cardiac output, and the peripheral blood 
pre‘sure; diminution of the volume of circulating 
blood: and ischemia of the entire impaired myocardi- 
um. Shock and circulatory collapse were the predomi- 
nant features in 13 of the 37 patients; 4 of the 13 died. 
Twenty-seven patients had a gallop rhythm; 9 of these 
died in the hospital and 3 died at home or in another 
hospital. Pericardial friction sounds were observed in 
4 of the 41 patients with infarction of the anterior 
wall and in 4 of the 47 with infarction of the posterior 
wall; 2 of the latter died. Hemodynamic insufficiency 
occurred as manifest decompensation in 7 patients and 
as latent decompensation in 10; it was either present 
primarily or developed in the course of the observa- 
tion period. Pulmonary edema was observed on ad- 
mission in 1 patient and at the time of death in 2 
others. Thromboembolic complications were observed 
in 15 patients. 

Eighteen patients (13 men and 5 women) of the 96 
died, giving a total case fatality rate of 18.75%. Six 
of the 18 patients had received anticoagulant therapy. 
The prognosis of posterior wall infarction is less favor- 
able than that of anterior wall infarction. The initial 
prognosis did not prove reliable in 20 patients. Ten 
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who were considered good risks died, and 10 who 
were considered poor risks survived. Fifty-nine pa- 
tients were considered initially good risks and remained 
good risks; 17 were considered initially poor risks and 
their course confirmed this prognosis. Indications for 
anticoagulant therapy cannot, therefore, be based on 
the initial prognosis. Administration of anticoagulants 
and oxygen represent definite progress in the treatment 
of myocardial infarction. The sedimentation rate and 
Weltmann’s serum coagulation test are still the most 
suitable methods for the evaluation of the clinical 
course of patients with recent myocardial infarction. 


The Drug Treatment of Nonhospitalized Patients with 
Tuberculosis. A. B. Robins, H. Abeles, A. D. Chaves 
and others. Am. Rev. Tuberc. 75:41-52 (Jan.) 1957 
[New York]. 


Of 1,646 patients with active pulmonary tuberculo- 
sis who attended the chest clinics of the New York 
City Department of Health and in whom antimicrobic 
therapy was started between July, 1953, and July, 
1954, 1,146 (70%) were treated for at least 4 months. 
Seventy-four per cent of the patients received com- 
bined treatment with isoniazid and aminosalicylic 
acid, 2% combined treatment with isoniazid and strep- 
tomycin, and 1% combined treatment with isoniazid, 
aminosalicylic acid, and streptomycin. The remaining 
23% were given combinations of the 3 regimens used 
in the other patients. Most of those who did not com- 
plete the 4-month period were admitted to hospital 
or discontinued regular clinic attendance. Reversal of 
infectiousness as determined by sputum culture oc- 
curred 12 months after the institution of therapy in 
56% of the patients with sputum initially positive for 
Mycobacterium tuberculosis. The sputum of only 3% 
of the patients with sputum initially negative for My- 
co. tuberculosis tested negative instead of positive at 
this time. Reversal ef infectiousness occurred in 76% 
of the 277 patients with tubercle bacilli in the sputum 
who had never received drug treatment previously 
and in 44% of those who had received antimicrobic 
drugs before they were included in the program. 
Roentgenographic improvement was noted 12 months 
after the institution of chemotherapy in 47% of the 
1,146 patients, worsening in 12%, and no change in 
41%. The disease in 406 (35%) of the 1,146 patients was 
arrested according to the criteria of the National Tu- 
berculosis Association. Localized areas of rarefaction 
were observed in the chest roentgenograms of an ad- 
ditional 4% of patients with consistently negative bac- 
teriological findings, and their disease was classified 
as “arrested with cavitation.” Treatment at the chest 
clinic was most successful in patients wih minimal in- 
volvement of recent origin who had not been treated 
previously with antimicrobic drugs. 

Three hundred fifty-one patients with pulmonary 
tuberculosis completed a minimum of 18 months of 
chemotherapy or reached the stage of maximal bene- 
fit before that time had elapsed. The study of the 
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findings in this group of patients indicated that the 
improvement noted in the first year of treatment was 
persistent and was present in an even greater pro- 
portion of patients at the end of 24 months. Tubercle 
bacilli could no longer be recovered on culture in 58% 
of the patients in whose sputum they were found at 
the beginning of the treatment. The proportion of 
patients whose disease was classified as arrested rose 
to 48% and that of those with disease “arrested with 
cavitation” to 12% after an additional year of observa- 
tion. More favorable responses were again noted in 
patients with less advanced, more recent, and previ- 
ously untreated disease. By including in the total 
number of patients whose conditions can be consid- 
ered stable and noninfectious 2 years after the institu- 
tion of the treatment, those who lapsed from attend- 
ance of the chest clinic while their disease was still 
active, and those hospitalized for tuberculosis after 
an adequate period of chemotherapy in the clinic, the 
disease could be classified as arrested in 37% of the 
patients given drugs for at least 4 months. By applying 
similar criteria, the sputum in 49% could be consid- 
ered to have become noninfectious during the 2-year 
period. There is no evidence that the provision of 
drugs to unhospitalized patients through the chest 
clinics has materially influenced acceptance of hos- 
pitalization or contributed to the spread of tubercle 
bacilli resistant to antimicrobic drugs in the commu- 


nity. 


Hepatolenticular Degeneration (Wilson’s Disease) as 
a Form of Idiopathic Cirrhosis. T. C. Chalmers, F. L. 
Iber and L. L. Uzman. New England J. Med. 256:235- 
242 (Feb. 7) 1957 [Boston]. 


The authors report 5 cases of cirrhosis of the liver 
associated with hepatolenticular degeneration without 
significant neurological findings of the disease in ado- 
lescent siblings in 2 families: 3 sisters aged 15, 12, and 
17 at the onset, and 1 sister and 1 brother aged 5 and 
11 at the onset. The parents of the 3 sisters and their 2 
surviving sisters and 1 brother were normal, as were 
the parents of the 2 other patients. All 5 patients had 
severe liver disease at an early age. The 3 sisters died 
without manifesting any neurological abnormalities. 
The presence of Kayser-Fleischer rings was estab- 
lished by slit-lamp examination in 1 of the 3 sisters, 
whose urine contained 1.5 mg. of copper (over 10 
times the normal) and 830 mg. of alpha-amino nitro- 
gen (about twice the normal value). Autopsy per- 
formed on 2 of the 3 sisters revealed marked cirrhosis. 
The girl in the second family had intermittent hallu- 
cinations, a stiffened facial expression, tremor of the 
tongue, and adiadochokinesia in the left hand. These 
neurological symptoms appeared 7 years after her 
first episode of jaundice and hepatomegaly. Her men- 
tal status improved after 3 courses of dimercaprol 
therapy. Her brother did not have any neurological 
signs or symptoms. Both siblings had Kayser-Fleischer 
rings, and liver biopsy revealed cirrhosis in both and 
an increased copper content of the liver tissue in the 
boy. The output of urinary alpha-amino nitrogen and 
copper was increased in the girl, and aminoaciduria 
was observed in the boy. 
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The appearance of symptoms and signs of liver 
disease before the onset of neurological abnormalities 
in hepatolenticular degeneration has been reported 
in the past. It is suggested that this “abdominal” form 
of progressive lenticular degeneration may be a rela- 
tively common and frequently unrecognized cause 
of idiopathic cirrhosis in children and young adults. 
The biochemical abnormalities of hepatolenticular 
degeneration, such as aminoaciduria, peptiduria, hy- 
pouricemia, increased tissue copper, cupruria, and 
decreased serum ceruloplasmin content help to estab- 
lish the diagnosis. 


Metabolic Changes in the Pathogenesis of Diabetes. 
L. Travie. Diabéte 4:249-255 (Nov.-Dec.) 1956 (In 
French) [Paris]. 


A study of the frequency of obesity among 1,500 
patients with diabetes showed that in 83% diabetes 
was preceded by obesity and that the body weight 
increased just before the patient contracted diabetes 
in the remaining 17%. Hypercholesteremia was found 
in 72% of 494 diabetic patients and in 70% of a group 
of obese persons without diabetes. In obese persons 
hyperglycemia is often preceded by hypercholes- 
teremia. Hyperuricemia was found in 70% of 176 
diabetic patients and in the same proportion of a 
group of obese persons. Hypercholesteremia and 
hyperuricemia were found in 64% of both diabetic and 
obese patients; 14% showed either one or the other; 
and only 5% had normal blood uric acid and choles- 
terol levels. The author believes that diabetes is the 
result of a functional imbalance caused by an irregu- 
lar diet. Metabolic changes can be discovered by 
studying the cholesterol and uric acid levels, since 
these tend to increase long before hyperglycemia sets 
in. Normal metabolism is reestablished in diabetic 
patients by bringing the blood sugar, uric acid, and 
cholesterol levels and the glucose tolerance back to 
normal. The blood pressure and the electrocardiogram 
should also be normalized if hypertension is present. 


Considerations of the Present-Day Treatment of Ty- 
phoid. P. Palmisano. Riforma med. 71:13-16 (Jan. 5) 
1957 (In Italian) [Naples]. 


The author reports on the results obtained in 3 
groups of patients with typhoid treated with vaccine 
(64 patients), chloramphenicol (48), and chloramphen- 
icol combined with vaccine (54). The average length 
of hospitalization for the patients in the first group 
was 33 days; 4 patients had a relapse, and 10 patients 
died. Results obtained in the patients of the second 
group were good. The fever disappeared in some pa- 
tients after from 2 to 6 days of treatment; toxicity re- 
gressed markedly after 2 or 3 days, but relapses were 
very frequent. The average length of hospitalization 
was 24 days. Two patients died, side-effects were ob- 
served in a few patients, and 2 children had diarrhea. 
The best results were obtained in the patients in the 
third group. They were from 15 to 35 years of age, 
except for 2 children aged 2 and 3. Administration of 
chloramphenicol was continued even after clinical 
recovery. The average length of hospitalization was 
~ days. Two patients had a relapse, and 1 patient 

ied. 
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Use of Probenecid During Treatment with Aminosali- 
cylic Acid. J. A. De Fockert. Nederl. tijdschr. geneesk. 
101:112-114 (Jan. 12) 1957 (In Dutch) [Haarlem, 
Netherlands]. 


The author gave probenecid by mouth to 10 pa- 
tients who also received aminosalicylic acid by mouth 
and later to 5 patients who received the latter intra- 
venously. He found that the concentration of amino- 
salicylic acid in the blood was from 2 to 4 times higher 
with than without the use of probenecid and that it 
was held at an effective level for 3 to 4 hours in the 
patients receiving the aminosalicylic acid orally and 
up to 6 hours in those receiving the drug intravenous- 
ly. On the basis of his own experience with probene- 
cid and published reports, the author now uses pro- 
benecid with the oral as well as with the intravenous 
administration of aminosalicyvlic acid. He gives from 
1.5 to 2 Gm. of probenecid daily by mouth divided 
into 6 or 8 doses of 0.25 Gm. With this dosage secon- 
dary effects such as gastrointestinal disturbances are 
largely prevented. Having used probenecid therapy 
in this form in about 200 patients, the author con- 
cludes that the use of probenecid is indicated when- 
ever aminosalicylic acid is to be given in the treatment 
of tuberculosis. 


The Use of I***-Labeled Albumin in the Diagnosis of 
Pancreatic Disease. R. J. Freeark, D. D. Kozoll and 
K. A. Meyer. Surgery 41:268-275 (Feb.) 1957 [St. 
Louis]. 


The isotope-labeled protein digestion test, described 
first by Lavik, Chinn, and co-workers, was performed 
on 6 patients with pancreatic pseudocyst, 6 patients 
with acute pancreatitis without evidence of pancre- 
atic insufficiency, 4 patients with carcinoma of the 
body and the tail of the pancreas, 9 patients with proved 
pancreatic insufficiency, 30 patients with obstructive 
jaundice, and 40 normal persons who served as con- 
trols. Those tested were given a meal of pure gelatin 
to which 100 pe of I'*'-labeled human serum albumin 
was added, with 200 cc. of distilled water as a diluent 
and a small amount of chocolate flavor for patability. 
The meal was given after a 12-hour fast and a 72-hour 
period of thyroid blockage with strong iodine (Lu- 
gol’s) solution. Normal persons showed a peak con- 
centration of the isotope from 10 to 22% in the blood 
at 2 or 3 hours, with a gradual return to the isotope- 
free state. The 9 patients with pancreatic insufficiency 
showed much flatter curves, with peak levels above 
5% in only 1 patient and the remainder of isotope 
concentrations generally below 4%. Six of the 8 pa- 
tients with obstructive jaundice caused by carcinoma 
of the head of the pancreas showed flat curves, indi- 
cating simultaneous pancreatic and common duct ob- 
struction, strongly suggestive of carcinoma of the 
pancreas. Significant alterations from findings in the 
control persons were not observed in the 16 patients 
with acute pancreatic disease and with localized dis- 
ease of the pancreas. 

The isotope-labeled protein digestion test offers a 
simple accurate method of confirming the presence of 
pancreatic insufficiency with the facilities of a simple 
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isotope laboratory as the only requirement. The test 
is of particular diagnostic value in the study of pa- 
tients with diarrhea of undetermined origin and those 
with obstructive jaundice. It is a simple means of con- 
firming the diagnosis of pancreatic insufficiency. 
There are no reliable laboratory methods available 
for the diagnosis of localized disease unassociated 
with pancreatic duct obstruction. 

In an addendum the authors report on additional 
pancreatic function tests that were performed with 
the aid of the same technique in 21 patients. Ten of 
these patients had normal absorption curves, with a 
clinical diagnosis of acute pancreatitis in 4, and in 
1 each of chronic pancreatitis, carcinoma of the body 
of the pancreas, common duct stone, gastric ulcer, 
pseudocyst of the pancreas, and ulcerative colitis. The 
remaining 11 patients had abnormal absorption 
curves, with clinical diagnosis of calcified pancreas in 
2, pseudocyst of pancreas in 2, atresia of the common 
bile duct in 2, and in 1 each of diabetes mellitus with 
diarrhea, steatorrhea, carcinoma of the ampulla of 
Vater, carcinoma of the head of the pancreas, and 
pancreatic fistula. 


SURGERY 


Bronchial Blockage Test: Method of Estimating Risks 
of Pneumonectomy. M. Wenzl. Arch. chir. neerl. 
§:345-352 (No. 4) 1956 (In German) [Arnhem, Nether- 
lands]. 


Pneumonectomy theoretically involves a reduction 
of the respiratory surface of the lung and of the 
vascular bed of the lesser circulation to about half, 
but the removal of a lung, the circulation of which is 
partly blocked, involves a lesser reduction of the 
respiratory function. Ascertaining the functional con- 
dition of the lung to be removed and of the other 
lung is important in evaluating the risk and the prog- 
nosis of pneumonectomy. The author, with Auerswald 
and Strahberger, devised a simplified method, which 
determines the functional adjustment of the unob- 
structed lung during blockage of the other lung. They 
call this the bronchial blockage test. It involves the 
introduction of a rubber cathether equipped with an 
inflatable rubber balloon. Under roentgenologic con- 
trol the catheter is advanced into the main bronchus 
of the diseased lung so that the balloon is close to the 
ostium of the upper lobe. Through a secondary cath- 
eter the balloon is then filled with air or, better, with 
contrast medium. The degree of filling can be con- 
trolled by a secondary catheter. Readings are taken 
with a Brinkman’s reflexion oximeter. If the absolute 
oxygen saturation has been established previously, 
the changes in saturation can be given in percentages. 

The blockage test is repeated in the other main 
bronchus. An adequately trained team can complete 
the test in about 10 minutes. Since the end of 1954 
the bronchial blockage test has been performed in 
179 patients. The various degrees of arterial oxygen 
saturation that became evident during blockage of 
the diseased or the contralateral lung permit estima- 
tion of the functional adequacy of the lung remaining 
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after pneumonectomy. In 70% of the patients the 
typical trend in the arterial oxygen saturation made 
possible a favorable prognosis for pneumonectomy. 
To test the operative risk in the remaining patients, 
the 2-step blockage of the main bronchus and pul- 
monary artery was applied during operation. The in- 
creasing number of these tests led to a great decrease 
in the frequency of fatal cardiopulmonary complica- 
tions in the total series of patients undergoing pneu- 
monectomy and in the particularly jeopardized pa- 
tients between the ages of 60 and 69. No deaths 
occurred in patients in whom the test indicated a 
favorable prognosis. 


The Medicosurgical Problem of Acute Cholecystitis. 
O. F. Longo. Lyon chir. 53:22-28 (Jan.) 1957 (In 
French) [Paris]. 


A series of 30 patients with acute cholecystitis was 
treated by medical and surgical means. Three patients 
did not undergo cholecystectomy; in 3 patients the 
operation was performed during the acute attack of 
cholecystitis; and 24 patients were subjected to in- 
terval cholecystectomy, in one of whom a second 
operation was necessary. Of the patients operated on 
in the acute stage of gallbladder disease 1 had per- 
foration of the peritoneum, 1 sloughing of the gall- 
bladder wall, and 1 erroneous diagnosis. Four of the 
patients operated on in the nonacute stage of gall- 
bladder disease had stones in the common biliary 
duct, and 5 had functional disorders. No death oc- 
curred. The result of cholangiography and cholangio- 
manometry should be carefully considered before the 
decision to operate is made. These methods of ex- 
amination aid in the detection of common duct stones, 
which are frequently associated with acute cholecys- 
titis. The author recommends medical treatment if 
the diagnosis is definite, if the severity of the symp- 
toms is not increasing, and if no complications are 
present. 


Ligation of the Hepatic Duct in the Treatment of 
Cirrhosis of the Liver (Schalm’s Operation). H. R. 
Bax. Arch. chir. neerl. 8:331-334 (No. 4) 1956 (In 
English) [Arnhem, Netherlands}. 


Bax reviews animal experiments on the basis of 
which it was decided to ligate the hepatic duct in the 
treatment of human cirrhosis of the liver. Hepatic 
duct ligation was developed by Schalm. Observations 
are presented on 6 patients in whom this operation 
was performed. Satisfactory results were obtained in 
2, 1 of whom had been reported on in 1956 in an 
American publication (Gastroenterology ). The results 
in these 2 cases encouraged further attempts with 
hepatic duct ligation. The other 4 cases, however, 
emphatically demonstrate the hazards entailed in this 
operation, that is, the possibility of an erroneous or 
incomplete diagnosis and the danger of technical 
errors, particularly a wrongly placed ligation and a 
fatal hemorrhage. 

While the surgical approach is kept abdominal as 
long as possible, before a ligation is made, a separa- 
tion between the passages and the vessels should be 
established. Good surveyability is imperative, be- 
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cause it is often necessary to bring the hepatic hilus 
within easier reach of the eye and hand. A thoracotomy 
is then performed, and the liver is “tipped over” into 
the thorax. Of the 2 hepatic ducts, the left one was 
preferred by the author and his associates (Schalm 
and others), because they reasoned that this would 
leave the larger part of the liver intact, but the right 
hepatic duct may prove to be preferable in the future 
in order to ensure the most intensive stimulation to 
regeneration. No definite choice can be made until a 
much larger series has been collected. The ligation 
itself should be double and made with thick suture 
material. Severance of the bile duct is inadvisable as 
is puncture or opening (for intubation as an aid to 
orientation). All these moves increase the risk of biliary 
peritonitis. While it is hoped that this report will en- 
courage further studies on the ligation of the hepatic 
duct, it should also serve as a warning that great 
caution is essential. 


Decompression of the Fifth Lumbar Nerve and Inter- 
vertebral Body Fusion for Low Back Pain With Sciatic 
Radiation. F. W. Bailey. J. Internat. Coll. Surgeons 
27:160-169 (Feb.) 1957 [Chicago]. 


Patients who had low back pain with sciatic radia- 
tion were treated conservatively for from 2 weeks to 
several months if there was improvement. Chronic or 
recurring conditions were considered to indicate 
surgery if the pain was disabling. The disturbance of 
the intervertebral fibrocartilage may be but a part of 
a more general dysfunction involving the vertebrae 
and related structures. Bailey, therefore, advocates 
complete removal of the herniated or degenerated 
nucleus pulposus through an adequate exposure be- 
tween the laminas. As a routine procedure both the 
4th and 5th lumbar intervertebral spaces should be 
explored, and at the same time one should probe out- 
ward into the intervertebral foramen from each, feel- 
ing for any constriction or tissue that might compress 
the nerve in the foramen and might explain the per- 
sistence of pain after removal of the intervertebral 
fibrocartilage. If probing or direct observation leaves 
any uncertainty that there is sufficient room, uncap- 
ping the intervertebral foramen or decompressing the 
nerve is to be carried out by removing the inferior 
articular process of the vertebra above and that por- 
tion of the superior articular process of the vertebra 
below that overlies the nerve in the foramen. The 
nerve most commonly affected is the 5th lumbar nerve, 
which passes through the most constricted of the 
foramens. Twenty-five nerve-root decompressions 
were performed by the author in the course of the 
past 10 years. After the nerve root had been decom- 
pressed, there was improvement in that the pain and 
paresthesias subsided in time or were greatly relieved 
in all the patients. 

Primary fusion is advocated when there is pain of 
long duration in the back or legs and there is roent- 
genographic or operative evidence of instability. The 
prefitted double-dowel type of intervertebral body 
fusion is the procedure of choice. The technique 
recommended is precision bone grafting, with ac- 
curate approximation of autogenous cancellous bone 
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procured from the posterior-superior portion of an 
iliac spine. The desirable effect of contact compres- 
sion on osteogenesis is used in this type of fusion. 
The loss of blood is minimal, for the incision of the 
donor site is small and can be easily closed. Bleeding 
from the drill holes between the vertebrae is slight, 
and the dowel, when placed in the hole and locked 
into position, prevents excessive bleeding. This tech- 
nique was used with best results in 15 patients. The 
required postoperative care, length of confinement 
in the hospital, and the period of immobilization were 
thereby reduced. Patients engaged in heavy labor 
were able to return to work 6 months after the opera- 
tion; 1 patient, a clerical worker, returned to her em- 
ployment at the end of 3 months. Earlier mobilization 
is considered to be due in part to severance of pain 
fibers in the anterior longitudinal ligament at the time 
the protruded nucleus pulposus is excised. 


NEUROLOGY & PSYCHIATRY 


Hypnocephalaea Clinostatica: Migrainous Morning 
Headache. T. Dalsgaard-Nielsen. Ugesk. iager 118: 
1541-1545 (Dec. 27) 1956 (In Danish) [Copenhagen]. 


The term “hypnocephalaea clinostatica” is proposed 
for the morning headache that is present on the pa- 
tient’s awakening after sleeping in a horizontal posi- 
tion. It is monophasic and identifiable on percutane- 
ous nitroglycerine test as vasodilative and is ascribed 
to the clinostatic condition, the changes dependent 
on sleep, and certain tendencies in the biological 
mode of reaction of migraine patients, including the 
low threshold for vasodilator headache. Morning 
headaches are frequent in migraine patients and are 
often interpreted by them as attacks of migraine. Ele- 
vating the head of the bed 20 cm. has often proved 
effective. In some patients shortening of the duration 
of sleep has prevented the development of headache 
on awakening. Giving 1 tablet of ergotamine tartrate 
at bedtime in order to raise the headache threshold 
by increasing vascular tone in a number of patients 
insured that they awakened without a headache. 


Neurological Guides to Prognosis in Asphyxia and 
Anoxia. I. M. Tarlov and D. Brace. Neurology 7:75-85 
(Feb.) 1957 [Minneapolis]. 


The authors aimed to establish prognostic criteria 
in respiratory arrest or obstruction occurring during 
or immediately after operations. This paper is a prog- 
ress report. Neurological studies on 6 patients led to 
conclusions that seem to apply to patients suffering 
from cardiac arrest or anoxia from other causes. The 
occurrence of fixed and dilated pupils and generalized 
extensor rigidity indicates a severe irreversible degree 
of neuronal damage at the brain stem level and is in- 
compatible with survival. The appearance of either 
fixed and dilated pupils or marked generalized ex- 
tensor rigidity alone is of grave prognostic significance. 
Such patients may survive, but serious sequelae may 
appear. Delayed awakening from anesthesia or as- 
phyxia, without abnormal neurological signs other 
than mental confusion or impaired memory, indicates 


MEDICAL LITERATURE ABSTRACTS 1561 


mild reversible damage at a superficial cortical level, 
and full recovery may be expected. Prognosis is less 
certain in the intermediate group of patients who 
show abnormal motor or sensory signs. Survival usual- 
ly occurs in these patients; and, although there may 
be improvement that may continue for months, serious 
sequelae, such as impaired mentality or vision, ataxia, 
and motor or sensory abnormalities, may persist. 
Coma that is prolonged more than 2 or 3 days is of 
grave significance and is often followed by death or 
serious neurological after-effects. 


GYNECOLOGY & OBSTETRICS 


Labour Following Previous Cesarean Section. M. R. 
Narvekar. J. Obst. & Gynec. India 7:115-133 (Dec.) 
1956 (In English) [Bombay, India]. 


Of 55 pregnant women with a history of previous 
cesarean section who were admitted to a maternity 
hospital, 30 had a vaginal delivery and 25 had a 
cesarean section. Of the 30, 28 had a normal delivery 
and 2 were delivered by forceps. Of the 25, 20 had a 
lower segment section and 5 had a classic section. 
Eight of the 55 women gave a history of more than 1 
previous section. One of the 8 women delivered a 
fully mature infant vaginally within a few minutes of 
admission. The repeated section was a lower segment 
section in 4 of the remaining 7 patients, and none of 
the 4 could be sterilized because either only one or 
no child from the previous pregnancies had survived. 
The other 3 in whom the section was classic were 
sterilized simultaneously. Simultaneous sterilization is 
almost the only indication for classic section. Of 41 
women supposed to have been subjected to previous 
cesarean section because of cephalopelvic dispropor- 
tion, 18 were delivered vaginally. While real dis- 
proportion is likely to persist in subsequent labors, in- 
efficient uterine action and persistent occipitoposterior 
presentation, which might have been labeled previous- 
ly as failure of triai of labor due to cephalopelvic dis- 
proportion, are not usually expected to recur. Of the 
25 women subjected to repeated section, 16 had it 
performed without trial of labor and 9 after failure 
of such a trial. Seven of the 9 were allowed to proceed 
until the membranes ruptured, and the other 2 were 
sectioned without waiting for this occurrence because 
fetal distress developed in 1 and the cord was found 
presenting in the other. Of the 18 patients who had 
been sectioned previously for cephalopelvic dispro- 
portion and who were delivered vaginally, 3 had 
a premature delivery, and, hence, there was no diffi- 
culty in deciding against a repeated section. Eight 
others were admitted with the head engaged in the 
pelvis, and, since there was no midcavity or outlet 
contraction, these too were allowed to deliver vaginal- 
ly. The head of the infant was floating on admission 
in the remaining 7 women with doubtful dispropor- 
tion, and, hence, they were subjected to a successful 
trial of labor. 

Vaginal delivery can be undertaken with reasonable 
safety in selected patients with a history of previous 
cesarean section. The policy of “once a cesarean sec- 
tion, always a cesarean section” is no longer tenable 
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despite the known lack of dependable criteria for the 
accurate evaluation of the scar. The rupture of a cesar- 
ean scar is not as great a catastrophe as a rupture of 
a previously uninjured uterus during obstructed labor, 
and, when it occurs, the maternal mortality associated 
with it is not greater than that which would result 
from routine repeated sections. The fact that most 
of the original cesarean sections are now lower seg- 
ment sections further reduces the incidence of rupture 
as well as the danger of high fetal mortality associ- 
ated with rupture of the scar of classic section. The 
availability of antibiotics and blood for transfusions 
has reduced the maternal mortality to almost zero in 
patients with rupture of a lower segment scar. The 
choice between vaginal and abdominal delivery 
should be made without undue prejudice due to the 
presence of the scar. The presence of the scar neces- 
sitates careful observation of the patient and having 
everything ready for immediate laparotomy and blood 
transfusion if the need should arise, but the scar is 
not a sufficient reason by itself for routinely perform- 
ing another section. Every woman with a previous 
cesarean section requires complete reevaluation be- 
fore the decision as to the method of delivery is made. 
This is particularly true in most cases in which the de- 
tails of the previous trial labor, especially the dura- 
tion of labor after the rupture of the membranes and 
the dilatation of the cervix at the time of section, are 
not available. No trial of labor should be considered a 
failure until the membranes have ruptured and no 
progress has occurred with regard to the descent of 
the head and the dilatation of the cervix during a 
reasonable period of observation. If, after a thorough 
clinical examination, x-ray pelvimetry, if possible, and 
consideration of the history, it is decided to perform 
another cesarean section, it should be done immedi- 
ately after the onset of labor. 


PEDIATRICS 


A Long-Term Evaluation of the Juvenile Diabetic. 
T. H. Joos and J. A. Johnston. J. Pediat. 50:133-137 
(Feb.) 1957 [St. Louis]. 


The authors review observations on 150 patients in 
whom diabetes was diagnosed before the age of 15 
years. They were followed in the department of pedi- 
atrics and later in the metabolism clinic of the Henry 
Ford Hospital in Detroit for periods of from 1 to 30 
years. This report is particularly concerned with 44 
patients, who were followed for more than 10 years 
after the initial diagnosis was established. Most of the 
patients had the advantage of intelligent cooperation 
from the parents. Vascular complications of diabetes 
developed in 26 of the 44 patients, whereas the re- 
maining 18 were free from such complications. The 
first evidence of any complication appeared an aver- 
age of 11 years and 8 months after the diagnosis of 
diabetes had been established. Retinopathy was 
observed in 18 patients, albuminuria (alone) in 7, 
Kimmelstiel-Wilson disease in 5, nephritis in 3, 


neuropathy in 2, hypertension in 1, and cataracts in 1. 
These complications varied as to severity and physical 
disability produced. Three patients died of Kim- 
melstiel-Wilson disease, and another with bilateral 
cataracts had such extensive retinal hemorrhages that 
the removal of the cataracts was not regarded as 
worth while. 

That control of the diabetic state is of utmost im- 
portance in the prevention of serious vascular com- 
plications is proved by the following figures: Of 17 
in whom control was good, 11 remained free of com- 
plications; of 10 in whom control was fair, 5 remained 
free; of 5 in whom control was fair to poor, 2 remained 
free; and, of 10 in whom control was poor, none re- 
mained free from complications. The authors believe 
that the controversy between “free” and “controlled” 
regimens in the management of the diabetic is swing- 
ing in favor of the controlled type because of the in- 
creasing number of reports that show the direct 
relationship between good control and a minimum of 
complications. To obtain this control, a diet allowing 
a moderate amount of carbohydrate can be used with 
success. There is an increased need for insulin and 
calories as growth progresses. A peak is reached at 
puberty, followed by a drop and, then, stabilization of 
both insulin and caloric requirements. 


A Previously Unreported Acute Exanthem Resembling 
Scarlet Fever. M. D. Ames. A. M. A. J. Dis. Child. 
93:110-112 (Feb.) 1957 [Chicago]. 


Twenty-three orthopedic patients between the ages 
of 4 and 12 years in a state hospital for crippled chil- 
dren, 2 house officers, 2 nurses, and the wife and 2 
children of one of the house officers were infected 
with an apparently new disease. The constant mani- 
festations of this disease were fever, sore throat, and 
a generalized, diffuse, finely papular, and bright-red 
erythema resembling scarlet fever. This erythema was 
present over the entire body, neck, and extremities 
and was particularly pronounced in the inguinal re- 
gions and over the anterior trunk. There was no de- 
squamation. The fever lasted from 36 hours to 4 days, 
the sore throat 2 or 3 days, and the rash trom 36 hours 
to 5 days. All patients were completely well subjec- 
tively and objectively and with regard to laboratory 
tests 10 days after the onset. There were no complica- 
tions. Three children were given acetylsalicylic acid; 
20 were given procaine penicillin and acetyl sulfisoxa- 
zole; and 7 were given tetracyclines. The course of the 
disease was not influenced by medication. Throat cul- 
tures of 12 patients were performed for virus on tissue 
culture and for “A” beta-hemolytic Streptococcus on 
blood agar and broth, and all were negative. Throat 
cultures of an additional 11 patients were performed 
only for “A” beta-hemolytic Streptococcus on blood 
agar and broth, and they were negative likewise. 
Therefore, one must assume that the disease was not 
scarlet fever. It must be clearly distinguished from 
scarlet fever because of the hardship that would fol- 
low the erroneous diagnosis, causing loss of time at 
school for children and cutting adults off from neces- 
sary income. 
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BOOK REVIEWS 


Fundamentals of Clinical Fluoroscopy with Essentials of 
Roentgen Interpretation. By Charles B. Storch, M.D., Associate 
Attending Roentgenologist, Radiodiagnostic Department, Beth- 
El Hospital, Brooklyn, N. Y. Second edition. Cloth. $8.75. 
Pp. 305, with 318 illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16, 1957. 


In this new edition of an excellent and popular 
textbook, there are new chapters on the fluoroscopic 
examination of the heart for congenital conditions, 
of the small intestine and the gallbladder, and of the 
intestines for obstruction. Material has been added to 
the original chapters on basic concepts, mechanics, 
protection and dark adaptation, and fluoroscopy of 
the chest, heart, pharynx, esophagus, stomach, and 
colon. The added material is pertinent and has not 
made the book unwieldy. Numerous illustrations are 
reproduced in the same tone as that seen during 
fluoroscopy. Unfortunately, those depicting the fluoro- 
scopic screen, contrary to the author's exhortations, 
are seen with a wide-open shutter. Well-chosen line 
drawings are presented. The various techniques are 
described and explained in an interesting, provocative 
way that makes for easy reading. A proper relation- 
ship of fluoroscopy to the roentgenogram is clearly 
expressed, as are the dangers and pitfalls of this 
modality. The brevity of the discussion of interpreta- 
tion of roentgenograms is highly desirable inasmuch 
as this is a treatise on fluoroscopy. The volume is not 
intended to teach fluoroscopy in itself, but it is 
designed to give sufficient background to make 
fluoroscopy intelligible. This objective is attained 
admirably. The book should continue to have a wide 
appeal to the medical profession. It should be read 
and studied by anyone who expects to perform 
fluoroscopic examinations. 


New Problems in Medical Ethics. Third Series. Edited in 
English by Dom Peter Flood, O.S.B., B.A., M.D. Translated 
from the French “Cahiers Laénnec” by Malachy Gerard Carroll. 
Cloth. $4.50. Pp. 299. Newman Press, Westminster, Md., 1956. 


This collection of essays and papers by French 
theologians presents the position of the Catholic 
church on the ethical-moral aspects of six problems, 
five of which are of definite interest to the medical 
profession. These problems are not new, and the con- 
clusions expressed are in accord with the traditional 
position of the Catholic church. Nonetheless, the book 
possesses a freshness of approach in its discussion on 
psychoanalysis, castration, pain, euthanasia, psychas- 
thenia, and the indissolubility of the marriage bond. 
These controversial subjects are discussed objectively 
and without argumentation. In essence, the book 
presents a point of view on the moral aspects of cer- 
tain subjects and explains the reasons therefor. The 
simplicity of approach to and the clarity of expression 
of historical, medical, and moral reasons for the given 
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position enable one to read without antagonism and 
to appreciate without capitulation. Each problem is 
considered separately. Following the introduction, 
the historical, medical, and moral aspects of the sub- 
jects are discussed or analyzed in a series of com- 
mendably short but adequate papers. Perhaps it is 
indicative of the universality of problems of medical 
ethics that the book lacks any taint of provincialism. 
Passages that remind the reader that the essayists are 
of another continent where customs and problems 
might reasonably be expected to differ from our own 
are rare. The discussions of euthanasia and psycho- 
analysis and the historical discussion of castration 
are especially well done. The discussion of the in- 
dissolubility of the marriage bond, although per- 
haps of more general interest, seems somewhat out 
of place here. 


The Head and Neck in Roentgen Diagnosis. Volumes I and II. 
By Eugene P. Pendergrass, M.D., Professor of Radiology and 
Chairman of Department of Radiology, University of Pennsyl- 
vania, Philadelphia, J. Parsons Schaeffer, M.D., Ph.D., and 
Phillip J. Hodes, M.D., Professor of Radiology, University of 
Pennsylvania. Second edition. Cloth. $37.50, Pp. 878; 879-1759; 
[xevi], with 1740 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 1956. 


Since the publication of the first edition in 1940, 
this work has become a classic. The second edition, 
greatly enlarged, appearing in two volumes and in a 
changed format, represents one of the most compre- 
hensive and most informative works ever published in 
in the field of roentgenology. The subject matter has 
been revised, rearranged and in part rewritten, and 
many sections have been extended in keeping with 
advances made in medical roentgenology in the past 
decade. It is difficult to conceive of any abnormality 
within the head and neck or anything of importance 
that has not been discussed in these two volumes. The 
illustrations are excellent and include not only well- 
chosen reproductions of roentgenograms but photo- 
graphs, anatomic drawings, and line sketches. They 
deserve special praise by reason of their clarity, scope, 
completeness, and usefulness. Normal roentgenologic 
anatomy and normal variants are described completely 
and illustrated. To assist the reader in locating subject 
matter readily, pertinent running heads are found on 
all right-hand pages, a complete index is printed in 
each of the two volumes, and there is cross-indexing as 
well as indexing of pertinent illustrations. 

For several years roentgenologists and physicians 
interested in diseases of the head and neck have anx- 
iously awaited this second edition. It is now available 
and surpasses all expectations. The authors and pub- 
lisher have done a magnificent job. This book, con- 
taining such a wealth of material, cannot be recom- 
mended too highly. Neurosurgeons, otolaryngologists, 
and all physicians concerned with diseases of the head 
and neck should find it a storehouse of information. 
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QUERIES AND MINOR NOTES 


POLIOMYELITIS VACCINE SCHEDULE 


To tHe Eprror:—Two children received their three 
injections of poliomyelitis vaccine at widely sepa- 
rated intervals. The first injection was given when 
the vaccine was first released in April, 1955, the 
second in February, 1956, and the third in January, 
1957. Should these children be considered immu- 
nized, or should the last injection be considered as 
the first of a new series and two further injections 
be given at appropriate intervals? 


M.D., Louisiana. 


This inquiry was referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—These two children can be considered to 
have had an adequate primary course of inoculations. 
The optimal primary course of poliomyelitis vaccine 
consists of three inoculations, the first two given no 
less than one month apart and the third given six or 
more months after the second. It is possible that 
periodic “booster” inoculations at regular intervals 
will be necessary. At present, there is not sufficient 
information available on which to base a recommenda- 
tion about the use of such periodic boosters. 


ANsweER.—These children should be considered im- 
munized, since the vaccines employed were post-field- 
trial materials and the intervals between inoculations 
were not too short. That they were longer than the 
minimal is, in fact, somewhat advantageous. 


AFEBRILE SWEATING DURING ILLNESS 


To THE Eprtor:—What are the physiological causes 
and clinical significance of profuse sweating accom- 
panying cerebral accidents and other grave illnesses 
that are not attended by fever? 


E. R. Kaback, M.D., Otisville, N.Y. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—Afebrile sweating is not an unusual clini- 
cal phenomenon. It occurs in thyrotoxicosis; acromeg- 
aly; after injections of Pituitrin; in the cutaneous 
vasoconstriction accompanying nervousness, fear, or 
fatigue; in “gustatory sweating” following ingestion of 
highly spiced food; and in shock associated with myo- 
cardia] infarction, pulmonary embolism, or cerebral 
accidents. 

The profuse sweating accompanying afebrile cere- 
bral accidents is ascribable to the discharge of im- 
pulses arising in the motor cortex with axon stimula- 
tion of the diencephalon. Like any tther symptom com- 
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plex occurring in patients with cerebrovascular dis- 
ease, the sweating phenomenon is difficult to evaluate, 
since it can be associated with such diverse changes as 
edema, perivascular and perineural cellular infiltration, 
or foci of cerebral ischemia and necrosis. 

Various afebrile syndromes characterized by profuse 
sweating, pallor, nausea, weakness, and fall in blood 
pressure can be attributed to reflex stimulation of the 
autonomic nervous system, with liberation of acetyl- 
choline. It is well known that acetylcholine and its con- 
geners have a marked effect upon glandular secretions, 
particularly those of sweat, salivary, or lacrimal origin. 
This mechanism explains the sweating frequently asso- 
ciated with paroxysmal tachycardias, anginal episodes, 
vasovagal syncope, postural hypotension, and the caro- 
tid sinus syndrome. 


ANSWER.—The causes of sweating without increase in 
temperature that may accompany cerebral accidents 
or other grave illnesses may be similar to those that 
may produce sweating in normal individuals. Stimula- 
tion of the sweat glands occurs during sleep because 
vasomotor reflexes are more active. Nervousness, fear, 
fatigue, or anxiety may produce cold sweat. In severe 
disease, additional stimulation of the sympathetic nerv- 
ous system may account for sweating. Acetylcholine, 
pilocarpine, or other drugs may produce sweating. 
Stimulation or irritation of the hypothalmic area or 
destruction of the pyramidal tracts may produce sweat- 
ing below the level of lesion. There is no clinical inter- 
pretation of the occurrence of sweating that would 
have special diagnostic or prognostic significance in the 
presence of grave disease. 


USE OF VITAMIN B,, AFTER GASTRECTOMY 


To THE Eprror:—A patient who had four-fifths of her 
stomach removed thinks that she cannot take 
vitamin B,,. Is there any allergic reaction to vita- 
min B,, or contraindication to its use when it is 
given hypodermically? Does the removal of the 
stomach actually contraindicate use of vitamin B,.? 


C. L. Lester, M.D., Chautauqua, N. Y. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


ANSWER.—Experiences in several quarters have in- 
dicated a natural interest in the administration of 
vitamin B,, after partial and total gastrectomy. The 
indication for administration would rest principally 
on the type of anemia present. The megaloblastic 
anemia that follows total gastrectomy has been found 
to respond nicely. Hyperchromic (iron-deficiency ) 
anemia, of course, requires addition of orally or intra- 
venously given iron preparations. When vitamin B,, is 
given orally, greater absorption can be rendered with 
the addition of normal gastric juice to the diet. Also, 
adjuvant administration of folic acid has been helpful. 
There would seem to be no contraindication to the 
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hypodermic injection of purified vitamin B,., since a 
review of the litcrature up to 1954 showed no allergic 
or toxic affects found in the clinical administration 
of crystalline vitamin B,.. This was found to be true 
even in patients showing severe sensitivity reactions 
to both purified liver extracts and fermentation con- 
centrates. Finally, iron-deficiency anemia is far more 
frequent than megaloblastic anemia after subtotal 
gastrectomy, with consequent poor protein intake. In 
the event that the patient did not respond well to iron 
and nutritional supplements, it might be in order to 
administer vitamin B,, in its crystalline form. 


ANSweER.—Vitamin B,, has been widely used in the 
treatment of pernicious anemia and is administered 
principally by injection. There has been no indication 
of an allergic reaction when solutions of the crystalline 
vitamin have been employed in the usual dosages. 
The biochemical detect that results in pernicious 
anemia is failure to secrete into the stomach a sub- 
stance called “intrinsic factor” that appears to be 
nrotein in nature and that is essential for absorption 
of vitamin B,,. through the intestinal wall. Removal 
of the stomach, or a large part of it, would make it 
important to provide vitamin B,, to the blood stream, 
since the normal route of assimilation is altered. 


TEMPERATURE AND ACTIVITY OF 
RHEUMATIC FEVER 


To THE Eprror:—A 10-year-old boy with rheumatic 
fever has been on a regimen of complete bed rest 
for several months and is now asymptomatic except 
for a questionable low-grade fever. All his laboratory 
tests and his vlectrocardiogram returned to normal 
long ago, but he has continued to run a low-grade 
fever orally. His rectal temperatures were checked to 
see whether he would show any fever when his tem- 
perature was taken by this means, which presumably 
is more accurate and gives results one degree higher 
than the oral temperature. A marked discrepancy 
was noted. Can this be explained? Attempts were 
made to rule out errors such as result from the 
patient's taking a cold drink or breathing through 
his mouth. Representative Fahrenheit temperatures 
were as follows (rectal equivalents in parentheses): 
98.6 (99.1); 99.2 (99.9); 99.3 (99.6); 99.3 (99.8); 99.4 
(99.6): 98.6 (99.2): 98.6 (99.0). Would this patient be 
considered febrile? 


H.H. Howard, M.D., Lawton, Okla. 


ANswer.—Rectal temperature is usually said to be 
one degree Fahrenheit higher than the oral tempera- 
ture, although ranges of only 0.7 to 0.9 F are frequent- 
ly encountered. Studies of a large population of normal 
individuals show oral temperatures ranging from 97.0 
to 100.4 F. Values above 99.4 orally and 100.3 rectally 
would be considered febrile, with perhaps 5% chance 
of error in this respect. 

The patient mentioned in the query would seem to 
be afebrile, and the reason that there is not a greater 
difference between oral and rectal temperatures is 
not apparent. [f a normal response to other tests for 
rheumatic fever activity should be obtained, the “fever” 
as a measure of activity would seem to be excluded. 
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Other tests to determine activity of rheumatic fever 
might be employed. In this instance an antistreptolysin 
titer of less than 200 units by the Rantz and Randall 
method and the disappearance of C-reactive protein in 
the serum indicate absence of rheumatic fever activity. 
Return of the P-R interval to less than 0.22 seconds and 
normalization of other electrocardiographic abnormal- 
ities, return of the sedimentation rate to less than 15 
mm., and a return of the white blood cell count to nor- 
mal also help rule out activity of rheumatic fever. If 
the pulse rate does not rise beyond 100 per minute with- 
in one minute after a standard exercise test such as de- 
scribed by Karpovich and co-workers (J. A. M. A. 130: 
1198-1203 [April 27] 1946), that would be considered as 
additional evidence of absent rheumatic fever activity. 


PROGNOSIS WITH COMPLETE HEART BLOCK 


To tHE Eprror:—A 72-year-old patient has the slow 
heart rate of 28 beats per minute that is character- 
istic of a complete heart block. The important fea- 
ture of the electrocardiogram is that the ventricular 
complexes arise from different foci. This would 
suggest that there may be at times a period of 
asystole in the changeover from one focus to another. 
His blood pressure is 186/80 mm. Hg. There are no 
signs of congestive heart failure. The heart is en- 
larged, which is to be expected as the blood pres- 
sure increases. What is the prognosis as to life 
expectancy? M.D., New York. 


ANsWER.—The prognosis for such a patient cannot 
be given. However, with multiple foci, it would ap- 
pear that the dependability of the idioventricular 
rhythm is not as great as from a single focus. The 
prognosis of complete heart block is grave, with the 
majority of the patients dying within a year. 


ATROPINE FOR PREOPERATIVE MEDICATION 


To tHE Eprtor:—Is there any contraindication to the 
use of atropine in preoperative medication? Is there 
a significant difference in the use or safety of scopo- 
lamine? This refers chiefly to the use of these drugs 
in adults undergoing general surgery, but please in- 
dicate as well the current opinions concerning their 
use in the surgical treatment of congenital heart de- 


fects. M.D., Connecticut. 


ANswer.—There are relatively few contraindications 
to the use of atropine as a premedicant. In patients 
with fever, administration of the drug even in the usual 
doses may lead to a further rise in temperature because 
of depression of the sweating mechanism. Elevation 
of intraocular fluid pressure in glaucoma by atropine 
makes caution necessary in its use in the presence of 
this condition; however, the mydriatic effect of atro- 
pine is much less marked when it is given intramuscu- 
larly in ordinary doses than when it is applied directly 
to the eye. Atropine is not recommended for routine 
use in surgical treatment of either congenital heart de- 
fects or mitral valvular disease, because the tachy- 
cardia that may result produces a decreased diastolic 
filling and output of the left ventricle, thus throwing a 
burden on the pulmonary circulation, which may pre- 
cipitate pulmonary edema. 
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Scopolamine differs from atropine in that it exerts 
a depressant effect on the central nervous system, 
whereas atropine stimulates the medulla and higher 
cerebral centers, Peripherally, scopolamine has a great- 
er effect than atropine on the iris, ciliary body, and 
certain secretory glands. Atropine, however, possesses 
a stronger vagolytic activity and a more profound ef- 
fect on the intestine and bronchiolar muscle. Scopol- 
amine is not recommended for geriatric or pediatric 
patients, since either extreme agitation or marked de- 
pression may result. When used without suitable anal- 
gesic agents in patients with severe pain, scopolamine 
may produce restlessness and agitation. When com- 
bined with adequate analgesia, however, its use is less 
hazardous. Because it does not cause central depres- 
sion, atropine is generally more widely used than sco- 
polamine as premedication, except in specific condi- 
tions in which depression is desired. 


PHLEBITIS AFTER SKIING 


To THE Eprror:—In Queries and Minor Notes in Tue 
JournaL for Dec. 29, 1956, page 1675, a question 
pertaining to a patient who came down with acute 
iliofemoral thrombophlebitis after strenuous skiing 
was published. The consultant states that no similar 
cases had been encountered by him, nor had he seen 
a description of the condition in the literature; he 
writes that this may be due to the fact that the sport 
attracts healthy, young participants; but the as- 
sumption is made that phlebitis can be caused either 
directly by trauma or indirectly by effort. 

The issue under discussion, viz., that of venous 
thrombosis following effort, has been described in 
a monograph on the clinical physiology of exercise 
(Jokl, Syncope in Athletes, Pretoria, Union of South 
Africa, 1947). I have seen a patient in whom the 
left arm was swollen and red and the superficial 
veins of the chest wall on the left were engorged 
24 hours after a weight-lifting contest. Thrombosis 
of the left axillary vein was found to be the cause. 
M. Suzman (personal communication) saw two cor- 
responding cases during the war. Keener and as- 
sociates (U. S. Nav. M. Bull. 40:687, 1942) recorded 
that effort thrombosis was first described by Von 
Schroetter in 1884 and that up to 1942 over 100 cases 
had been published. 

Effort thrombosis is occasionally seen in patients 
with a history of rheumatic fever in whom the 
affliction may be caused by strenuous exercise or by 
minor traumas. I have described the case of a youth, 
aged 17, who during a football game collided with 
another player. A fortnight later he became de- 
lirious, developed neck rigidity and pneumonia fol- 
lowed by endocarditis, and died within three days. 
Autopsy revealed a fresh, large, crumbling throm- 
botic mass protruding from the ventricular surface 
of the anterior curtain of the mitral valve. A small 
ruptured aneurysm was found beneath the throm- 
bosis. 

The question under review is of twofold signif- 
cance. First, it is desirable that the clinical syndrome 
of venous thrombosis following effort be more gen- 
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erally known. Secondly, the evidence once more 
emphasizes the categorical importance of the thesis 
that Welch formulated in 1897 in “Adaptation in 
Pathological Processes” (Baltimore, Johns Hopkins 
Press, 1937). I have drawn attention to this classic 
contribution before in the Queries and Minor Notes 
section of THE JounNAL (161:1520 [Aug. 11] 1956). 
The assumption made by the consultant that, 

because “the sport attracts healthy young partici- 
pants,” it is not likely that pathological conditions 
will manifest themselves as a result of the stress of 
physical exercise needs qualification. Athletic per- 
formances of a high standard denote a satisfactory 
state of physical efficiency but nothing else. A great 
variety of pathological processes may be present in 
athletes. They need not interfere with the physical 
activities, although it is essential that they are diag- 
nosed with the help of the accepted procedures of 
clinical medicine. The impact of the short-term and 
long-term physiological adjustments that accompany 
exercise and training upon such pathological proc- 
esses as are encountered in seemingly healthy and 
physically fit subjects represents the central scien- 
tific issue of sports medicine. 

Ernst Jokl, M.D. 

University of Kentucky 

Lexington. 


The above comment was referred to the consultant 
who answered the original query, and his reply fol- 
lows.—Eb. 


To tHe Eprtor:—Effort thrombosis (first described 
by Paget in 1875 and by Von Schroetter in 1884) 
has become so well known that Hughes, in 1949, 
could write a collective review of 320 such cases 
confined to the upper extremity alone (Internat. 
Abstr. Surg. 88:89, 1949; in Surg. Gynec. & Obst,. 
Feb., 1949). The reply to the query referred chiefly 
to effort thrombosis secondary to skiing, and it is 
interesting that the case reported in the original 
query is the only one of which this consultant had 
either direct or indirect knowledge. To date, one 
answer to the request for such case reports has been 
received. Dr. Alfred Ebel, Chief of the Physical 
Medicine and Rehabilitation Service of the Veterans 
Administration Hospital of the Bronx, New York, 
described in a letter several cases of effort throm- 
bosis following calisthenics, but he had no experi- 
ence with phlebitis secondary to skiing. 

Effort thrombosis has been seen in almost all 
types of sports activity and should be seen in the 
rather vigorous sport of skiing. Either cases are not 
being reported or there is something different about 
the participants. There is the possibility that skiers 
are younger and therefore have more elastic vascular 
systems that can withstand unusual strains better 
than the vascular systems of older people. Again, 
it would be appreciated if case reports of phlebitis 
occurring after skiing would be sent to John J. Byrne, 
M.D., Director, Third (B. U.) Surgical Service and 
Research Laboratory, Boston City Hospital, 818 
Harrison Ave., Boston 18. 
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